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THE HEART IN PREGNANCY 
AND LABOR 


OSCAR W. BETHEA, M. D. 
NEW ORLEANS 


Obstetrics has kept pace with the other 
departments of medicine in the remarkable 
advances made in the past fifteen years. 
Increased attention to the circulatory sys- 
tem during pregnancy and labor is partly 
responsible for the greatly improved statis- 
tics in this field. It has seemed worthwhile 
to refresh our memories by a brief discus- 
sion of some of the essential data concern- 
ing this subject. 

GENERAL CONSIDERATIONS 

There are certain changes in the circula- 
tion during pregnancy that may be con- 
sidered essentially normal. These include 
dilation of the right side of the heart, 
changes in rate and rhythm, pulsations in 
various areas, especially in the neck; edema 
of the lower extremities, and often in the 
pulmonary bases, especially the right. 

Pregnancy begins to affect the cardio- 
vascular system about the twelfth week. 
This slowly increases for about twelve 
weeks, then more rapidly, and reaches a 
maximum at about the thirty-sixth week, 
then declines to delivery.' This increase in 
the work of the normal heart reaches about 
50 per cent by the eighth month.- The in- 
creased burden on the circulation results 
from such factors as increased body weight, 
increased blood volume, pressure on various 
structures, and certain endocrine changes.! 


Presented at Seventieth Annual Meeting of the 
Louisiana State Medical Society, Baton Rouge, La., 
April 25, 1950. 


Indications of cardiac insufficiency dur- 
ing pregnancy do not differ materially from 
those in the non-pregnant individual but 
carry added significance. The principal 
difficulty is in assessing their significance 
in the light of circulatory changes normal 
to gestation. 

While statistics indicate that 2 to 6 per 
cent of all pregnant women present heart 
symptoms or signs; about half of these have 
only functional disturbances; the others 
have organic heart disease.* These func- 
tional disturbances include neurocircula- 
tory asthenia or cardiac neuroses. There 
may be a faint systolic murmur, rapid rate, 
dyspnea, palpitation, and ankle edema.’ 
Little significance is to be attached to func- 
tional murmurs, due to blood alteration or 
change in position of the heart. 

STATISTICAL DATA 

It has been stated that heart disease 
ranks fourth as a cause of maternal mor- 
tality... This results, at least in part, from 
the better prevention and control of tox- 
emia, hemorrhage, and infection. In col- 
lected statistics, covering many thousands 
of cases of pregnancy in cardiac patients, 
the average maternal mortality was 3.9" to 
3.41 per cent.‘ In recent years even this 
death rate is falling. In Hamilton’s® study, 
1.8 per cent of all pregnant women had 
cardiovascular disease. Stromme and Kud- 
* found circulatory disease in 3.02 per 
cent. 

Various groupings of these cases have 
been suggested for study and report. It is 
to be regretted that the excellent classifica- 
tion of the American Heart Association has 
not been universally adopted. Henderson® 
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divided his cardial cases into the following 
groups: 

1. With no, or only slight, impairment 
of exercise tolerance. 

2. With moderate or severe impairment 
of exercise tolerance. 

3. With extreme impairment of exercise 
tolerance or with cardiac failure. 

In 200 cases the results were as follows: 

In 30 patients in groups 2 and 3 preg- 
nancy terminated before the sixth month. 
In 22 of these sterilization was done with 
therapeutic abortion. Those reaching via- 
bility included 87 in group 1; 62 in group 2; 
21 in group 3. In 40 the onset of labor was 
premature with an infant mortality of 17 
per cent. 

Stroud' reports statistics showing: 
157 cases showing evidence of 

EASES .ccccnosesecenaesvd's 
180 cases showing slight evidence 

GE FRING vicckndednedkawcwes 
169 cases showing limited effort 

tolerance 


0 deaths 
1 death 


8 deaths 
16 deaths 

Circulatory disease in pregnancy has 
been reported to be 90 per cent from rheu- 
matic heart disease; and the remainder 
from hypertension, luetic cardiovascular 
disease, congenital heart disease and rare- 
ly coronary artery disease. Hamilton re- 
ports rheumatic heart disease as accounting 
for 93 per cent of his cardial group. 


40 cases essentially bedridden 


There is a tendency for valvular disease 
to be exaggerated during pregnancy and 
the gravity is measured by the presence 
or absence of evidence of myocardial insuf- 
ficiency. In valvular lesions prognosis is 
good so long as there is no arrhythmia or 
evidences of failing compensation.? Simple 
mitral insufficiency with a rheumatic his- 
tory, a 1 or 2 plus systolic murmur at the 
apex, not more than slight hypertrophy, 
and no other evidences of damage carries 
a mortality of about 1 per cent.* 


Ulrich? found that approximately 50 per 
cent of the valvular disease in these cases 
was mitral insufficiency ; 25 per cent mitral 
stenosis; 21 per cent mitral insufficiency 
and stenosis; and 4 per cent mitral and 
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aortic insufficiency. Mitral insufficier cy 
was the least, and combined lesions the 
most grave.* Mitral stenosis always carries 
the danger of sudden pulmonary edema 
during pregnancy or labor.’? When fibvril- 
lation is an evidence of advanced heart dis- 
ease the risk is increased about ten times.! 
An enlarged heart usually indicates a poor 
risk.! 

Congenital heart disease as a hazard in 
childbearing has recently received much at- 
tention. Lund’s'! conclusions are as fol- 
lows: It may be said that pregnaney is not 
usually affected. Labor and delivery are 
generally not more difficult. Toxemia is 
rather frequent and constitutes a serious 
complication. Patent ductus arteriosus is 
the most serious of these defects; next is 
ventricular septal defect. Auricular septal 
defect and pulmonary stenosis cause little 
difficulty. Jensen' concludes that there is 
added risk especially if there is cyanosis. 

Endocarditis, pericarditis, and 
carditis occur about as in 
women. They 


myo- 
nonpregnant 
naturally carry a graver 
prognosis. Fetal death is an added possi- 
bility. At best, some may develop acute 
failure or bacterial endocarditis.'"'* ‘‘The 
development of bacterial endocarditis dur- 
ing pregnancy should not alter the manage- 
ment of the pregnancy, nor should the preg- 
nancy alter the management of the dis- 
ease.””!* 
MANAGEMENT OF PREGNANCY 

The problem of what to do really begins 
with professional advice to the unmarried 
woman who has a cardiovascular abnor- 
mality. Should she marry at all and if she 
marries should she subject herself to the 
risk incident to childbearing? This de- 
cision is the dual responsibility of the in- 
ternist and the obstetrician and should be 
made only after thorough study of the pa- 
tient and all related considerations. This 
must include not only the medical but the 
religious, social, and economic factors.” 
Marriage may add years to the life of the 
woman with a damaged heart when it in- 
creases physical comforts, improves en- 
vironment and affords increased security.'” 
Women with heart disease should be ad- 
vised not to marry when evidence indicates 
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that the heart may not stand the strain of 
child bearing. If married they should be 
advised against the risk of pregnancy.’ 


The strong natural desire of a married 
couple for offspring must be considered. 
Under fairly safe conditions some prefer 
to assume the risk of having one child. If 
this carries through without undue stress a 
second is often advisable. There are many 
disadvantages to a one-child family. It has 
been suggested that if bearing a second 
child is to be undertaken it should be about 
two vears after the first. Decision as to a 
larger family is a matter requiring the 
study of many factors. It has been stated 
that most casualties occur in second and 
third labors.'" The stress incident to rais- 
ing a large family should always be a con- 
sideration. Some recent studies show much 
evidence suggesting that in rheumatic 
heart disease the danger is not in the num- 
ber of pregnancies but rather in the age 
of the patient, the duration of the rheu- 
matic state, and the number of attacks of 
rheumatic fever.*'* If a decision is reached 
for a wife to risk childbearing it should 
be attempted early as the heart does not 
tend to improve with advancing years.!*"4 
When pregnancy and labor are well toler- 
ated they do not seem to materially shorten 
the mother’s life.“ '>" 


In the case of the pregnant cardiac pa- 
tient the cooperation of the obstetrician 
and the cardiologist is of major importance. 
Hamilton"® remarks that the type of treat- 
ment the patient receives is the determin- 
ing factor in prognosis. The death rate in 
obstetrics has dropped sharply as a result 
of present management. Success is in direct 
proportion to the promptness with which 
professional supervision is instituted after 
conception. Mortality has been reported to 
be seven times as high in cases not eared 
for during pregnancy. 


Certain principles apply in general care. 
These patients should avoid unnecessary 
fatigue, such as may result from social af- 
fairs and shopping expeditions.'*'* They 
should be protected as far as possible from 
acquiring respiratory infections. They 
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should spend more than the usual time at 
rest. In the presence of progressive myo- 
cardial insufficiency bed rest is impera- 
tive. There is an increasing tendency to 
hospitalize these patients from the begin- 
ning of evidences of decompensation until 
after delivery. 

Fluid and salt restriction are often indi- 
cated. Treatment should be given, if indi- 
cated, for anemia, as this condition will 
further embarrass the circulation.'* Preg- 
nancy is not considered a contraindication 
to the use of quinidine if properly’ super- 
vised. Hyoscine is not regarded favorably.' 

INDICATIONS FOR TERMINATING PREGNANCY 

The question of permitting a pregnant 
woman with cardiovascular disease to carry 
through can be answered with more assur- 
ance now than in times past. In a large way 
the concept of Mackenzie’ still obtains: 
“Observation of the response to effort is 
the most important method of estimating 
the heart’s efficiency.” He considered that 
the pregnant woman who could continue her 
usual duties without undue inconvenience 
was a good risk. The present tendency is in 
favor of following general rules, though it 
is emphasized that each case must be in- 
dividualized. The following seems to repre- 
sent current opinion. 

With only minor evidence of heart im- 
pairment the prognosis is good especially 
in primipara.'’ If failing compensation oc- 
curs early in pregnancy, try to carry to the 
sixth month. If no improvement, empty 
the uterus.'® Congestive failure occurring 
early in pregnancy constitutes such a 
hazard that therapeutic abortion in the 
first two or three months is usually ad- 
visable.! If failure occurs after the fifth 
month, try to carry until the child is viable. 
Two definite indications for considering ‘the 
termination of pregnancy are fixed auric- 
ular fibrillation and congestive failure." 
Patients with heart lesions but without fail- 
ure of compensation follow the usual rou- 
tine but require closer observation.” 

Grave heart conditions predispose to 
premature labor by (1) hemorrhage, (2) 
placental changes, and (3) by arterio- 
sclerosis of decidual vessels, reducing fetal 
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blood and 


fetus.* 


supply causing death of the 
DELIVERY 

There has been a decided change in opin- 
ion as to surgical delivery in cardiovascular 
cases. Hamilton® advises no section unless 
for indications not related to the circula- 
tion. Henderson’ reports no sections on ac- 
count of the cardiovascular system in his 
service 1933. His results have im- 
proved. Jansen' states that cesarian section 
is performed with increasing reluctance on 
cardiac patients. Stromm and Kuder* prefer 
forceps to section. The death rate has been 
reported as being four times greater in 
cardiac patients delivered by cesarian sec- 
tion.'® 


since 


As an anesthetic for delivery in these 
‘ases ether seems to have been the agent of 
choice.*: '-'* Lately spinal, caudal, and sad- 
dleblock anesthesia are growing in favor. 

In cardiac patients hemorrhage at the 
time of labor may cause circulatory col- 
lapse.- Acute dilations of the heart may 
occur immediately after the expulsion of 
the fetus. It is rare for heart failure to ap- 
pear during labor if pregnancy has been 
borne well.' After delivery a longer period 
of rest and more protracted observation is 
indicated.” 

Much has been accomplished in the care 
of these cases but there is room for further 
improvement. There is still a challenge to 
the departments of our profession most 
concerned. 
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MANAGEMENT OF THE 
CLIMACTERIC* 


JOHN PARKS, M. D.7 
WASHINGTON, D. C. 





In these days when women of the United 
States are enjoying the longest life span 
of any group of women of the world, there 
is a tendency on the part of some physicians 
and on the part of women themselves to try 
to postpone by medicinal means and mental 
attitudes, certain normal physiologic 
changes associated with the cessation of 
menstruation. The maintenance of a nor- 
mal body configuration and a vouthful atti- 
tude is commendable in women who ap- 
proach and pass the half century mark in 
life. However, the artificial stimulation 
and the physiologic disruption brought 
about by the overuse of endocrine sub- 
stances in this period of life frequently 
serve as a threat to the well being of the 
patient. 

The climacteric is that period in life when 
menstrual function ceases and certain in- 
volutional body changes occur. The most 
emphasized part of the climacteric period 
is the menopause, which simply means ces- 
sation of menstruation. Menopause results 
from progressive hypo-ovarianism. Unless 


*From the Department of Obsietrics and Gyne- 
cology of the George Washington University School 
of Medicine, Washington, D. C. 
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the ovaries are allowed to undergo normal 
physiologic and progressive hypofunction, 
the patient of menopausal age may experi- 
ence a prolonged period of physical and 
mental readjustment characterized by dis- 
agreeable and fright provoking episodes of 
abnormal bleeding, by a period of growth 
and regression, and by an artificial hold on 
feminine function, which in no way adds to 
health. Associated with reduction in ova- 
rian function, certain tissue changes occur. 
In general these changes are as follows: 

1. Regression of the genital organs. 
Some degree of defeminization. 
Occasionally obesity. 

1. Decrease in the resiliency of connec- 
tive tissue structures permitting some sag- 
ging of abdominal viscera, and breasts. 

5. Occasionally arthritis and bursitis. 

6. Vasomotor symptoms such as _ hot 
flushes, insomnia, and headache. 

This physiologic changing process usually 
occurs between the ages of 45 and 50. About 
ene woman out of eight will continue to 
menstruate after age 50. 

TYPES OF CLIMACTERI( 

The majority of well adjusted 
women go through the climacteric period 
without any appreciable disturbance in phy- 
sical well being and without any change in 
emotional stability. 


Normal: 


Premature menopause: Progressive 


hvpo-ovarianism in a woman under 45 


vears of age is not a very common finding. 
When it does occur, all of the physiologic 
changes of a normal menopause may be ob- 


served. In practice, it is frequently much 
more of an imaginary than real process. 

Induced The reduction of 
ovarian function by irradiation or by re- 
moval of ovaries in women under 40 years 
of age is performed all too frequently by 
surgeons and gynecologists. Sudden re- 
moval of the ovaries occasionally results in 
«a rapid induction of all the symptoms of 
hypo-ovarianism. 

Delayed menopause: Regular menstrua- 
tion persisting after the age of 50 may be 
normal. However, due to the higher inci- 
dence of endometrial carcinoma in women 
who do menstruate after 50, it should al- 
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ways be viewed as a possible pathologic con- 
dition. 

SYMPTOMS OF THE CLIMACTERIC 
Cessation of menstrua- 
tion may occur abruptly, the patient men- 
struating normally up to a certain date and 
stopping thereafter. This is unusual. The 
most common manner in which menstrua- 
tion ceases is by a gradual decrease in the 
amount and an occasional increase in the 
interval between periods. Some women ex- 
perience excessive and irregular bleeding 
during the climacteric. This is one of the 
most confusing menstrual circumstances 
associated with the climacteric and bears 
careful investigation. Carcinoma and preg- 
nancy must be ruled out. Other patho- 
logical conditions such as cervical erosion 
and polyps must be investigated. 


The menopause: 


The mucosa of the 
mouth and vagina undergo some degree of 
atrophy. The trophic effect of estrogen 
secretion is lost. The mucosa of the vagina 
becomes thinned out, and devoid of its gly- 
cogen content. Resistance of the vagina to 
infection is reduced. 

Mesodermal tissue changes: Following 
the of menstruation, some pa- 
tients have a tendency to accumulate fat, 
so that the supporting fascial structures 
become relaxed. Sagging of the abdomina! 
of the abdominal wall, of the 
and occasionally of the genital 
structures occurs. 


Atrophic changes: 


cessation 


viscera, 
breasts, 


Vasomotor insta- 
bility, hot flushes, insomnia, and some de- 
gree of irritability are commonly associated 
with the climacteric period. When these 
symptoms are exaggerated, psychic factors 
are contributing to their presence. 


Vasomotor changes: 


Psychiatric symptoms: The majority of 
normal women have no appreciable change 
in their psychiatric natures as a result of 
the menopause. In maladjusted individuals, 
fears, superstitions, medical misinforma- 
tion, and psychosexual changes are com- 
monly associated with the menopause. 
These are evidences of earlier psychoneu- 
roses which are exaggerated with the onset 
of involution. The patient who cannot ad- 
just to the menopause is manifesting a 
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repetition of a pattern of difficult adjust- 
ment which she has experienced through- 
out life. Depressive psychosis, involutional 
melancholia, unwarranted pelvic pain, and 
undue anxiety are not a part of the aging 
process, but represent pre-existing psycho- 
somatic patterns magnified by the cessa- 
tion of menstruation. 


General: When a patient of menopausal 
age complains of headache investigate 
other causes before attributing it to a part 
of the so-called “menopausal syndrome”’. 
Likewise if she has hypertension look for 
organic reasons. Certain arthritic symp- 
toms may result from hypo-estrogenism, 
but other reasons for joint pain should be 
ruled out. 

rREATMEN'1I 

Hygiene: The reproductive years of a 
woman’s life extend up to about age 45. 
After 45 should be the expressive years in 
which a woman has an opportunity to 
think, talk, and enjoy life. At the onset of 
involutional changes, the majority of 
women need only a liberal amount of reas- 
surance, based upon an adequate history 
and a careful physical examination, to carry 
them through the change of life. At this 
period in life, patients like to think of them- 
selves as having the interests of youth and 
the dignity of maturity. 


Barbiturates: These preparations should 
be used very sparingly. They rapidly be- 
come habit forming. No type of barbitu- 
rate should ever be used for long periods of 
time or in large doses. 


Etrogen therapy: This steroid hormone 
stimulates the genital organs, and also the 
anterior lobe of the hypophysis. The vari- 
ous preparations used are potent. They 
should be used physiologically or not at all. 
Indications for the use of estrogen therapy 
in the climacteric are to alleviate vasomotor 
instability and arthritic symptoms in wom- 
en who have ceased to menstruate. Estro- 
gen is not indicated in the treatment of psy- 
chiatric symptoms. 

In atrophic vulvovaginitis, local treat- 
ment with suppositories or with an oint- 
ment containing estrogen is equally as ben- 
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eficial as systemic administration. Loc: | 
treatment carries none of the uterine hav- 
ards associated with the use of intramusc - 
lar or oral estrogen medication. In the 
surgical preparation of the postmenopaus:! 
patient for plastic operations, local treat- 
ment with estrogen ointment or supposi- 
tories contributes to the blood supply ani 
the healing process of these tissues. 

When used for the relief of vasomotor 
symptoms the dosage should be 0.2 to 0.5 
of a milligram of diethylstilbestrol or 0.65 
mgm. of estrone sulphate, or 0.02 mgm. of 
ethinylestradiol each morning for a period 
of twenty days followed by a rest period of 
seven to ten days and a repetition for not 
more than three or four cycles. In the 
second and third cycles the dose can be re- 
duced. 
should not be used _ indefi- 
nitely; they are habit forming drugs. It is 
rarely necessary to give estrogen hypoder- 
mically. Large intramuscular doses of es- 
trogen represent an unnecessary form of 
“endocrine shock” therapy which can be 
quite disturbing and which almost invari- 
ably leads to irregular bleeding. 


Estrogens 


In the menopausal patient, estrogen ther- 
apy to a bleeding level means overtreat- 
ment. Pesides uterine bleeding other evi- 
dences of overdosage of estrogen medica- 
tion are leucorrhea, tissue edema due to 
retention of body fluids, breast swelling, 
unwanted libido, and a state of tension. 

Estrogens should never be used in anti- 
cipation of menopausal changes or for the 
prevention of the menopause. Used in this 
manner estrogens simply prolong the meno- 
pause. 

Testosterones The occasional patient 
with a proved benign, proliferative endo- 
metrium of the uterus and irregular bleed- 
ing at the climacteric benefits by small 
doses of testosterone. This can be best 
given in the form of 5 mgm. linguets of 
methyl testosterone absorbed beneath the 
tongue twice daily for a period of ten days 
at a time. This type of medication should 
never be used for prolonged periods or in 
the patient in whom carcinoma has not been 
ruled out by a thorough curettage. 
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EVALUATION OF OPERATIONS FOR 

PEPTIC ULCERS OF THE STOMACH 


AND DUODENUM* 


HOWARD MAHORNER, M. D.7 
AND 
MANSON BROWN, M. D. 
NEW ORLEANS 


Clin. North 





Since 1881 when the first successful par- 
tial gastrectomy was performed by Billroth 
(for cancer of the pylorus), surgery of the 
stomach and duodenum has passed through 
many phases. Concepts of the value of 
various technical procedures employed to 
control the complications and effects of pep- 
tic ulcer have been, and are, constantly 
changing. Almost vicious debates went on 
formerly between surgeon and internist as 
to the merits of each other’s methods of 
management, and the internal debates in 
each specialty swayed to and fro, particu- 
larly among surgeons, as to the “best oper- 
ation”. The truth of the matter is that 
reasonable internists and reasonable sur- 
geons usually agree now on which patients 
should be subjected to surgery, that is, the 
ones with complications or with disabling 
intractable ulcers. This concerted opinion 
results from a great retreat on the part of 
surgeons, from the day in the 1920’s when 
they wanted to operate upon too many pa- 
tients with peptic ulcers, many “because 
the patients were wage earners and could 
not afford the time for medical manage- 
ment’; and it represents an equally retrac- 
tive concession on the part of the internists 
and gastroenterologists in employing a less 

‘Presented at Parish 
Medical Society, 


meeting of the Orleans 
November 14, 1949. 
From the Surgical Services of Dr. Howard Ma- 
horner, Baptist Hospital and Touro Infirmary. 
7Clinieal Associate Professor of Surgery, Lou- 
siana State University, School of Medicine, New 
Orleans. 
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radical management deviating from its 
former prolonged hospitalization and ex- 
tremely restricted diets to an ambulatory 
regimen which accomplishes as much with- 
out disabling the patient. 
INDICATIONS FOR OPERATION 
The indications for operation for peptic 
ulcer should be rigid. When they are rigid, 
surgery usually gains brilliant results. 
When they are lax and not clearly defined, 
the outcome of preemptive surgery may 
leave the patient no better or even worse 
than before the operation. We believe the 
indications are as follows: 
1. Obstruction 
2. Perforation 
(a) Acute, 
cavity 
(b) Chronic, large onto the head of 
the pancreas or adjacent tissues 
Hemorrhage 
(a) Severe, 
(b) 


free into the peritoneal 


individuals 
recurrent in young 


in elderly 
Severe and 
people 


1. Malignant degeneration or the prob- 
ability of it (some gastric ulcers) 

5. Gastrojejunal ulcers 

6. Intractable symptomatic ulcers, other- 


wise uncomplicated, with continued 
pacitating disability (the 


inca- 
rarest indication) 
Few could have any disagreement with 
these indications. They are almost abso- 
lute, but it is on the above basis that our pa- 
tients were advised to be operated upon. 
Obstruction needs no clarification except 
to decry the unreasonable attitude of a rare 
clinician who will for an additional period 
of time treat the patient with a restricted 
diet with the hope that “edema will sub- 
side” and the obstruction will release it- 
self. Any demonstrable obstruction will 
remain partial even if edema subsides, and 
it has a marked tendency to recur. There- 
fore, once obstruction is present, operation 
is clearly indicated. We like to regard per- 
foration as being of two types: the free in- 
traperitoneal perforation of an ulcer us- 
ually on the anterior surface of the duode- 
num, causing peritonitis, and the chronic 
penetration generally onto the head of the 
pancreas where the entire wall of the du- 
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odenum is eroded and the ulcer, frequently 
large, is embedded on adjacent tissue. These 
latter ulcers form a high perecentage of 
They will not 
heal and medical management continued 


the “intractable group”. 
longer only extends the disability. To re- 
store the patient to health, operation is 
clearly indicated. This group, we consider, 
has a definite “complication”, i.e., perfora- 
tion or penetration, necessitating the opera- 
tion, and we do not like to regard surgery 
as being indicated merely because of symp- 
tomatic intractability in the sense of non- 
response to medical management in the ab- 
sence of complication, a rarer and less 
clearly defined indication. These ulcers 
have perforated and will not heal; they 
should not be expected to heal under a con- 
servative regime. Hemorrhage also as an 
indication for operation deserves some com- 
ment. If a peptic ulcer bleeds actively in 
a young individual in the third or fourth 
decade of life, it will usually stop bleeding 
because of the retractability and contract- 
ability of the vessels; but at an older age, in 





the sixth and seventh decades, bleeding is 
not so prone to stop spontaneously and the 
life of the patient is more seriously jeopar- 
dized, thus making the indication for sur- 
gery more absolute. Massive recurring 
hemorrhages become an indication for sur- 
gery at any age. With respect to malig- 
nancy, gastric ulcers alone prompt this fear. 
If they are large they must be regarded as 
malignant; if they are small, the reverse 
attitude is proper, but failure to respond 
demands a revision toward the side of sur- 
gical action. Ulcers on the greater curva- 
ture usually are malignant, but this is not 
invariably true. In one of our cases re- 
ported herein, an ulcer in the middle of the 
greater curvature was found to be benign. 
Gastrojejunal ulcers do not get well on con- 
servative management; they are very dis- 
abling and are a complication which de- 
mands surgical intervention. Most of the 
cases with so-called intractability can be 
shown at operation to be ulcers which have 
penetrated onto the head of the pancreas. 
Intractability as an indication when there 


is no complication is rare and it should he 
kept so. This was the justification for sur- 
gery in only 5 of our cases. In 1 of these, 
a poor result was obtained. The patient 
worked in an oil field in South America, 
and he was operated upon because of the 
difficulty of following a reasonable regime 
with diet under these circumstances. There 
was no obstruction, no chronic perforation. 
This case was one of 3 discussed below 
whose result was a functional failure. 

We performed our first vagus nerve re- 
section in December, 1946. During the 
period from January 1946, to November 5, 
1949, we have performed on our private 
services 41 gastric operations for peptic 
ulcer problems. 

The indications for operation in these 41 
cases, some of which had two complications 
present, were as follows: 


DES a nc 86 o0o0.00'4% $0066 En we 6 
ey rr 10 
Perforation (free) ................. 2 
Hemorrhage ................020000% 6 
CE MD io ck ended newb eeeneees 11 
Gastrojejunal ulcer ................. 5 
Intractability (no associated complica- 
DEE vbahoee en be necuraciansawe our 5 
tetained pylorus (following previous 
inadequate gastric resection  else- 
EE idG.6Wbb da td wad ddan eae 1 
Mucosal prolapse (penetrating ulcer 
OEE os vs seiweuwswnseacds 1 


TYPE OF OPERATION 

Undoubtedly partial gastrectomy will re- 
main the operation of choice in the major- 
ity of instances. Among surgeons it is gen- 
erally agreed today that pyloroplasty alone 
or gastroenterostomy alone are almost ob- 
solete procedures to be resurrected and 
used only for an occasional case. Gastrec- 
tomy (of several types) has been the popu- 
lar operation in recent years, but a newer 
operation on a different physiologic basis 
has been introduced, namely, vagus nerve 
resection or vagotomy, and it has certainly 
gained its share both of condemnation and 
approval. Even when an operation is in- 
dicated, when viewed dispassionately and 
solely for the good of the patient, no one 
operation is suitable for each and every 
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peptic ulcer problem. The operation must 
be chosen for the individual patient and 
varied, modified, or combined with another 
to satisfy good surgical judgment and tech- 
nical accomplishment at the table. 

Our choices of operations and the results 
in a small group of private patients are pre- 
sented. In the entire group of 41 cases, 
All of these 
were performed by subdiaphragmatic ap- 
proach. In 14 instances, vagotomy was 
employed without gastrectomy, and in 8 it 
was used as an adjunct to partial gastrec- 
tomy. Gastrectomy was performed on 25 
patients. In 8 of these, as noted above, 
vagus nerve resection was added. In 1 in- 
stance, a perforated ulcer was merely closed 
without additional procedure; and in an- 
other instance gastroenterostomy was em- 
ployed and cholecystectomy at the same 
time. The single gastroenterostomy with- 
out vagotomy as a definitive operation for 
ulcer in 41 cases expresses our attitude re- 
garding this procedure. Indeed this case, 
though temporarily improved, probably has 
developed a gastrojejunal ulcer now, two 
vears later. It is doubtful whether gastro- 
enterostomy alone today is ever an accept- 
able operation for peptic ulcer. 

In 6 of the 14 instances in which va- 
gotomy was done as the sole procedure, it 
was done for present or recent severe hem- 
orrhage. 


vagotomy was used 22 times. 


In 4 of these, the severe hemor- 
rhage was from a duodenal ulcer, and in 2 
irom a gastric ulcer, but in each instance, 
the gastric ulcer was high on the lesser cur- 
vature at the esophagus which would have 
necessitated, under favorable conditions, 
virtually total gastrectomy to obviate it. In 
each instance, the stomach was opened, the 
ulcer biopsied, and the bleeding, active at 
the time, controlled by proximal and distal 
ligation of the gastric vessels. The stomach 
was closed, and when the pathologist re- 
ported the tissue from the ulcer to be be- 
nign, vagotomy was performed as a defini- 
tive operation. In a third case, a gastric 
ulcer high on the lesser curvature but not 
bleeding was handled in this manner. This 
likewise would have necessitated practi- 
cally a total gastrectomy in a young woman. 
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It seems to us that the great value of va- 
gotomy as an addition to the armamenta- 
rium for use in such difficult problems is 
obvious. In the bleeding gastric ulcer 
cases, total gastrectomy would have been 
a questionable choice because the patients 
after massive hemorrhage and still bleeding 
were in poor condition. Something defini- 
tive was accomplished with vagotomy, a 
much less extensive and a much less de- 
structive technical procedure. The patients 
are both entirely well. 

In 14 instances vagotomy was employed 
without gastrectomy; gastroenterostomy 
was not added in any case though gastrec- 
tomy had been performed previously in 1. 
This makes 13 instances in which vagotomy 
was used without accompanying drainage 
procedures. The result was poor in only 1 
of these, and possibly poor in another. The 
poor result was in a 34 year old man who 
returned to South America after this opera- 
tion. Apparently gastric retention forced 
his return to his home in this country, 
whence he wrote nine months after his 
operation that he had improved on medical 
management. He is working at present 
and still has sporadic though not disabling 
distress. Another patient operated upon 
four months ago was known to have roent- 
genographic evidence of retention two 
months after operation but has improved 
clinically since then. She had severe hem- 
orrhage before operation, none since. It is 
possible that the result will ultimately be 
excellent. In neither of the 2 cases men- 
tioned above was gastroenterostomy per- 
formed as a complementary procedure with 
vagotomy. 

Vagotomy we feel may be the operation 
of choice in young people with duodenal 
ulcers which bleed repeatedly. Gastrec- 
tomy is a destructive operation for early 
life, and the results of vagotomy are so 
brilliant in many instances that it may be 
a superior choice below the age of forty. 
Vagotomy may be a definitive procedure 
for the bleeding gastric ulcer when opera- 
tion is of necessity performed under the un- 
favorable circumstances of continued se- 
vere hemorrhage and biopsy of the ulcer 
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has proved it to be benign. Vagotomy may 
easily be added at the time of closure of a 
free perforating ulcer. Vagotomy may be 
a choice in procedure for gastrojejunal ul- 
cer, particularly when gastrectomy has 
been accomplished previously. Vagotomy 
may be added to gastrectomy in those in- 
stances where the gastric acids are unduly 
high. Indeed vagotomy unwittingly but of 
necessity performed in high gastric resec- 
tion may be a partial factor for a uniformly 
high percentage of good results following 
such operations. In one instance we de- 
liberately cut only one vagus nerve as an 
adjunct to gastrectomy. This patient had 
been operated upon several times before she 
‘ame under our care; she was known to 
have a penetrating duodenal ulcer, but gas- 
trectomy had not been accomplished. We 
did the gastrectomy with difficulty because 
of numerous adhesions, and in order not to 
risk the danger of atonicity added to this 
factor, we cut one nerve only. The patient’s 
functional result has been good. 

If there is a penetrating ulcer onto the 
head of the pancreas, if there is obstruc- 
tion, the best choice of operation is gas- 
trectomy. 

Twenty-five gastrectomies were per- 
formed in 41 patients. In 8 of these, sub- 
diaphragmatic vagotomy was added to the 
procedure. The gastrectomies performed 
were all done by the Hofmeister technic but 
with a jejunal loop anterior, not posterior, 
to the colon as in a true Hofmeister resec- 
tion. (Fig. 1) 

Stomal ulcer after gastroenterostomy 
was the indication for operation in 5 pa- 
tients (4 gastroenterostomies performed 
elsewhere, 1 gastrectomy by us in 1942). 
One of the 5 patients had gastrojejuno- 
colic fistula at this time. The fistula fol- 
lowed gastroenterostomy performed six 
years prior to this; subtotal gastrectomy, 
and vagotomy with repair of the colon and 
a protective cecal catheter enterostomy 
was performed by us in 1948. Another pa- 
tient had had gastrojejunocolic fistula 
which had been repaired in 1938. Gastrec- 
tomy in 1942 resulted in gastrojejunal ul- 
cer in 1948 when finally vagotomy was per- 
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LEGEND 
1.—Diagrammatic illustration of the 
chronologic appearance of different types of oper- 
ations for gastric resection. 


Figure 


Pean in 1879 was the first man to attempt gas- 
tric resection, but it was not successful. His first 
successful resection was in 1881, and that was done 
for a peptic ulcer; but in the same year, prior io 
this, Billroth had successfully resected the stomach 
for cancer. Note (Fig. 1) that the anastomosis of 
the duodenum to the stomach by Pean was at the 
lower end of the stomach and by Billroth at the 
uppper end. The Hoffmeister operation which is 
very popular today originally had an anastomosis 
established posterior to the colon but with the 
upper part of the gastric stump closed. It differs 
from the Reichel-Polya in this regard. Another 
operation which is very popular today is similar 
to the Hofmeister but the made 
anterior to the colon instead of posterior to it; no 
surgeon’s name seems to be attached to this modi- 
fication. Note that total gastrectomy was done as 
long ago as 1884, and that it was first successfully 
accomplished before the beginning of this century. 
Shoemaker’s modification of gastrectomy by re- 
moving the lesser curvature and resecting a large 
portion of the stomach and converting it into a 
tube about 1911. The operation we 
prefer is the Hofmeister or modification of it with 
the anastomosis anterior to the colon. We believe 
that this gives less trouble with temporary stasis 
and stomal function, and in addition to that there 
is less tendency to dumping syndrome. It is real- 
ized that these impressions may be difficult to 
actually prove other strongly prefer 
other types of reconstruction at the anastomosis. 


anastomosis is 


was devised 


since men 


formed. Three additional patients with 
stomal jejunal ulcers following gastroen- 
terostomy performed twenty-nine months 
to six years before they came under our 
care were managed by a modified Hofmeis- 
ter (jejunum anterior to colon) type of sub- 
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toial gastrectomy. One of these patients 
diced, the only death in the entire series of 
{1 cases (case mortality 2.44 per cent. He 
had had gastrectomy combined with va- 
vagotomy and at the time of operation a 
major (not the main) branch of the mid- 
colic artery was ligated during the diffi- 
culty of disconnecting the gastroenteros- 
tomy with its ulceration and marked adja- 
cent induration and edema. At the time we 
realized that the blood supply of the trans- 
verse colon had been interfered with, but 
we misjudged it to be satisfactory for vi- 
ability. 

This, like most fatalities in this type of 
surgery, can be traced to an error in the 
operating room. Usually a technical error, 
it likewise may be one of judgment. This 
case emphasizes what we should all realize 
and admit, the tremendous importance to 
the patient of what is done in the operating 
room. Too often today that is not acknowl- 
edged or it may lie skillfully hidden under 
the shadow of an emphatic dissertation on 
preoperative and postoperative care. What 
is done in the operating room and how it 
is done is still the greatest single factor in 
the outcome for the patient. Moreover, it 
is possible to traumatize a patient not only 
by roughness but by time. Prolonged op- 
erations are not necessarily a mark of ex- 
cellence; in fact they are usually the neces- 
sity of lack of experience or skill. But time 
alone,—dragging a procedure out,—may 
of itself be a serious factor in an unfavor- 
able outcome. Nor is speed for speed’s 
sake a virtue; it is only to be commended 
as an asset when it can and does with equal 
precision combat dilatoriness. 

VOSTOPERATIVE COURSE AND MANAGEMENT 

Postgastrectomy symptoms such as full- 
ness, sweating, weakness, and diarrhea, 
sometimes present in the immediate post- 
operative period, were mild upon discharge 
from the hospital (average ten days post- 
operatively), and absent or inconsequential 
in all patients three to six months after 
surgery. Physical, mental, and occupa- 
tional rehabilitation has followed in all; no 
recurrences have developed in this short 
period. 
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With vagotomy alone (14), as with gas- 
trectomy, disturbances of gastrointestinal 
physiology were seen during the immediate 
post operative course. In some it was se- 
vere, comprising eructation, fullness, diar- 
rhea. Most of them left the hospital with 
minimal symptoms, and were completely 
rehabilitated in six to eight weeks. Two 
patients of this group, one in the “followed” 
group and one in the recent (since January 
1949) group, have had persistent, moder- 
ately incapacitating retention. Neither of 
these had gastroenterostomy as an adjunct 
to the vagus nerve resection. Initially, one 
of them presented a duodenal ulcer; the 
other a proved benign gastric ulcer on the 
lesser curvature at the esophagus, very 
high for a reasonable subtotal gastrectomy. 

Our management of the patients sub- 
jected to gastric surgery is planned to 
avoid distention, to promote early norma! 
gastrointestinal function, to accomplish 
early ambulation and rehabilitation, and to 
reorient the personal adjustments of the 
patients. 

Those patients subjected to gastrectomy 
were returned to their rooms with nasogas- 
tric decompression in effect, with an intra- 
venous regimen to maintain normal elec- 
trolytes, blood cells, and blood protein. The 
tube is clamped alternate two hours the 
second postoperative day, and the patient 
is given small amounts of water by mouth. 
If no distention develops( and it seldom 
does), the tube is removed forty-eight 
hours after operation. Liquids limited at 
first to two ounces per hour are rapidly in- 
creased as tolerated. On the third post- 
operative day, the patient is out of bed, 
taking liquids as desired. Soft diet is be- 
gun the third, or the fourth, day in three 
meals, taken with caution. The patient is 
taught a minimum of physiology relating 
to his problem, and vigorous emphasis is 
placed upon the necessity of his returning 
to a normal mode of life. He is warned 
not to eat very large meals for the present, 
and to take interprandial supplements for 
weight loss or for sensations of weakness. 
The “dumping syndrome”, a sensation of 
fast emptying, of weakness and sweating is 
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thus forestalled. It is frequently present 
in mild form, but the patients who are ef- 
fectively instructed manage to evade this 
problem with remarkable facility. Another 
important factor in rehabilitation is to 
teach the patient to rely upon himself and 
to divorce himself again from doctors. Only 
in this way can the full value of the opera- 
tion be gained in the effort to restore the 
patient to absolute normal. 

Our management of the patient after va- 
gotomy is essentially that described for gas- 
trectomy, but with more cautious interrup- 
tion of gastric suction. Ambulation is be- 
gun the third or fourth day in the young,— 
a little later for older patients. The diet is 
begun as six feedings, reduced in two days 
to three or four small meals. Sporadic 
diarrhea which troubles many of these 
patients during convalescence will respond 
to hot or cold tea and paregoric, occasion- 
ally fortified at first by mild barbiturate 
sedation. Careful rehabilitation is particu- 
larly important, for the personality defect 
which at times reflects itself in the ulcer 
type of patient requires reconstruction and 
reassurance. 

This is a small group of cases and the re- 
sults are not intended to be evidenced for 
any generalized conclusions. In the entire 
41 operations, there was 1 death cited above 
following gastrectomy for gastrojejunal 
There were 2, possibly 3, additional 
poor results. One patient had a poor result 
from gastroenterostomy. Now two years 
later she probably has a gastrojejunal ul- 
cer. One patient has a poor result follow- 
ing vagotomy. Another patient has a 
healed gastric ulcer* with no recurrence of 
bleeding following vagotomy, but the func- 
tional result is not good. 


ulcer. 


Partial gastrectomy has yielded excellent 
functional results where it was employed 


*This patient was operated September, 
1950, and a small cancer of the stomach was found. 
At the time of vagotomy in June, 1949, biopsies 
taken from the ulcer were reported benign. The 
ulcer probably became cancerous since then. This 
one case indicates one argument against vagotomy. 
It should not be concluded as proof that vagotomy 
is contraindicated for ulcer. 


upon 
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in this group of patients. Of 22 subtotil 
gastrectomies performed before January 
1949, 8 with associated vagotomy,—all 
carefully followed,— not one will admit im- 
pairment of personal life by the “dumping 
syndrome”’. 

Vagotomy has received so much con- 
demnnation that we admit surprise when 
our experience does not justify a similar 
viewpoint. On the contrary, it has yielded 
some brilliant results in our series; and 
whereas 2 patients with vagotomy alone 
have had poor results, others (85 per cent) 
with this operation, less destructive and 
less dangerous than gastrectomy, have had 
excellent results. We believe that whereas 
gastrectomy is the operation of choice in 
mest cases, vagotomy has a definite place 
in surgery for peptic ulcer. 

SUMMARY 

Forty-one private patients operated 
upon for various phases of peptic ulcera- 
tion are reviewed with respect to indica- 
tions, operations, and results. There were 
25 gastrectomies, 22 vagotomies, 1 with 
closure of perforated peptic ulcer, and 1 
gastroenterostomy. There was 1 death in 
the entire group, and 3 unsatisfactory re- 
sults. 

Surgery is indicated for peptic ulcer 
where complications have supervened. Sub- 
total gastrectomy is still the operation of 
choice for most patients; but no one opera- 
tion is applicable to all ulcer problems, and 
the various surgical technical procedures 
must be used singly, combined, or modified 
to assure the best judgment for each case. 
Vagus nerve resection has been an addition 
to the armamentarium in ulcer surgery. 
Sometimes, as in cases cited herein, it af- 
fords a definitive procedure when gastrec- 
tomy would have to be unusually extensive 
and unwise under unfavorable circum- 
stances. Vagotomy may be a helpful ad- 
junct to gastrectomies under some condi- 
tions and a definitive procedure added to 
closure of an acute perforated ulcer. 

Gastric ulcer is frequently a surgical dis- 
ease, and gastric resection is preferable if 
operation is indicated; but if the ulcer is 
so high as to entail almost total gastrec- 
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tomy, and biopsy shows the lesion to be be- 
nign, vagotomy with or without gastroen- 
tevostomy may be justified. 

Vagotomy with or without ulcer resec- 
tion is the procedure of choice in the man- 
agement of gastrojejunal ulcer when gas- 
trectomy has previously been accomplished, 
and subtotal gastrectomy is the precedure 
of choice where only a gastrectomy exists. 

Gastrojejunocolic fistula may be cured 
radical surgery comprising sub- 
total gastrectomy, segmental jejunal resec- 
tion and anastomosis, closure of the ope- 
ning in the transverse colon, and if neces- 
sary, protective cecostomy. Vagus nerve 
resection may be added. 

The final determining factor in the suc- 
cessful rehabilitation of patients following 
operations for ulcer is a brief period of 
careful instruction and reassurance with 
insistence on self-reliance, and the patient’s 
return to work as soon as possible. 


only by 
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SYMPOSIUM ON UPPER ABDOMINAL 
PAIN; 
NEUROSURGICAL ASPECTS 
OF UPPER ABDOMINAL PAIN* 


J. A. COLCLOUGH, M. D. 
NEW ORLEANS 





By what pathways does upper abdominal 
pain reach consciousness? Why does your 
patient have pain in the superior celiac 
region in the absence of demonstrable vis- 


ceral disease? What can the neurological 
surgeon offer to his confreres of thera- 
peutic nature? It shall be my purpose to 
offer for your consideration the following 
answers to these questions. 
NEUROANATOMY AND NEUROPILYSIOLOGY 

In the absence of gross pathology of the 
organs located inferior to the diaphragm 

Presented at the Seventieth Annual Meeting of 
the Louisiana State Medical Society, Baton Rouge, 
La., April 25, 1950. 
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and superior to the umbilicus the whence 
and how of upper abdominal pain is insepa- 
rably linked with the neuroanatomy and 
neurophysiology of the area. Anatomical 
study brings forth one striking fact. No 
spinal nerve has any direct connection with 
these organs. All of the visceral spinal 
nerve supply is mediated through the sym- 
pathetic part of the autonomic nervous sys- 
tem. As far as is known, there is no other 
innervation of these vital organs except 
that derived from the tenth cranial nerve, 
fibers of which constitute their only para- 
sympathetic connections. Consideration of 
the source and distribution of these two 
separate innervating systems would seem 
to be in order. 

The sympathetic nerve supply of the up- 
per abdominal viscera is derived from the 
spinal cord and spinal nerves, and is repre- 
sented by the communicating rami of the 
lower seven thoracic nerves. They enter 
the corresponding thoracic spinal ganglia. 
The visceral branches from these ganglia, 
composed of preganglionic fibers originat- 


\ . 
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Figure 1. Showing source of sympathetic inner- 
vation of the upper abdominal viscera. The aorti- 
corenal plexus is purposely not shown. 
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Figure 2. Distribution of sympathetic innervation (pain-bearing fibers) to the upper abdominal 


viscera. 


ing in the cord, and ganglionic fibers origi- following esophageal vagotomy would indi- 
nating in the ganglion cells, unite to form e¢ate so. However, in the absence of con- 
the greater, lesser, and in some instances, 
the least splanchnic nerves (Figure 1). The 
preganglionic fibers synapse in the celiac 
and aorticorenal plexuses. The ganglionic 
fibers pass through without synapsing to TYather than those of actual pain. 
their visceral destinations. The sensory We have spoken thus far of visceral in- 
fibers originate in the spinal sensory gang- pervation only. We must now consider the 
lia, and these axones do not synapse as far nerve supply of the greatest of the serous 
as is definitely proven, outside of the cord. membranes, the peritoneum. Its visceral 
There is some clinical evidence that they portion is supplied as outlined above. Its 
do. The sympathetic innervation is distrib- parietal portion with which we are con- 
uted from the celiac and aorticorenal plex- cerned covers the inferior surface of the 
uses to the liver and biliary tracts, the diaphragm and the internal surfaces of the 
stomach, duodenum, pancreas, spleen, kid- anterior, posterior and lateral abdominal 
neys, suprarenals and small bowel. (Fig- walls. The former is supplied by the 
ure 2.) phrenic nerves, which contain motor and 
The parasympathetic supply of all of sensory fibers in the proportion of two to 
these organs is derived from the vagus one. They are derived from the third, 
nerve, with its motor nucleus in the medul- fourth and fifth cervical nerves. At its 
la, its sensory portion arising from the periphery this peritoneum is supplied by 
ganglion nodosum. (Figure 3.) It is ques- the spinal nerves. The rest of the parietal 
tionable as to whether pain fibers are in- peritoneum with which we are concerned 
cluded in the vagus. Recent work which has__ receives its nerve supply from the lower 
given prompt relief of the pains of ulcer thoracic nerves. 


clusive proof, it is usually believed that the 
sensory fibers of the vagus mediate sen- 


sations of nausea, discomfort, and hunger 
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Figure 3. Parasympathetic innervation of the 
upper abdominal viscera. 


ETIOLOGY 

Pain in the upper abdomen may be pro- 
duced by anything which stimulates the 
nerve endings derived from the _ third, 
fourth, and fifth cervical nerves, the lower 
thoracic, and first lumbar nerves. The 
somatic innervation may mediate pain as 
the result of irritation of the parietal peri- 
toneum covering the abdominal wall or 
diaphragm. The somatic system may also 
transmit pain produced by pull or pressure 
at the parietomesenteric junction. Other 
than these, it would seem that upper ab- 
dominal pain is perceived through the cen- 
tral connections of the sympathetic nervous 
system. 

Pain in the upper abdomen may also be 
produced by anything which causes com- 
pression of any nerve whose function it is 
to supply either directly or by sympathetic 
connection, any structure in the upper ab- 
domen. There are in addition, other causes 
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of neurosurgical nature all of which are 
embodied in table 1. Upper abdominal pain 
which is the result of nerve compression 
may result from cervical disc herniation at 
the second, third, or fourth cervical inter- 
spaces, or from protrusion of a thoracic 
disc at the appropriate level. It may also 
result from hypertrophic arthritis. It may 
be caused by neoplastic disease, primary or 
metastatic. Tuberculosis of the spine is an- 
other etiologic factor to be considered. Pia- 
arachnoiditis, matting the nerves together 
within the spinal canal constitutes a fifth 
cause. A sixth factor is epidural abscess. 
A rarer etiology of pain in the upper abdo- 
men may be osteitis deformans. Another 
cause infrequently encountered is chronic 
hypertrophic spinal pachymeningitis. 
TABLE 1 


NEUROSURGICAL CAUSES OF 
PAIN 


UPPER ABDOMINAL 


Peripheral: 

1. Cervical or thoracic intervertebral disc herni- 

ation. 

2. Hypertrophic arthritis. 

3. Tumors causing nerve compression. 

4. Tuberculosis of the spine. 

5. Pia-arachnoiditis. 

6. Epidural abscess. 
Osteitis deformans. 

8. Chronic hypertrophic 
Central: 

1. Syphilis (Tabes). 
Disease of the sensory cortex. 


spinal pachymenigitis. 


Disease of the thalamus. 


& Ww 


Intrinsic disease of the cord. 


I have enumerated four causes of pain 
in the upper abdomen of central origin. 
Those of us who are older are familiar with 
the first of these, namely tabes dorsalis. 
This is a manifestation of tertiary syphilis, 
the gastric crises of which need only be 
mentioned. 

Pain of central origin of another type is 
believed to have its focus in the sensory 
cortex. It is believed to be similar in nature 
to epilepsy. Many epileptics have abdomi- 
nal aura preceding the convulsive seizure, 
and pain is frequently one of these. 

It is my belief too, that pain in the up- 
per abdomen may have its genesis in the 
thalamus, probably in the arcuate and ven- 
tral nuclei. Just as we have facial pain 
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which persists after preganglionic section 
of the fifth cranial nerve, so, in my opinion, 
we may have pain in the superior celiac 
region without a demonstrable 
cause, due to degenerative change in the 
thalamus. 


grossly 


A fourth central cause of pain in the 
area we are considering must lie in the 
spinal cord. I have twice, after exhaustive 
diagnostic efforts upon the part of the re- 
ferring physicians and myself, done explor- 
atory laminectomies with negative results 
for pain in the upper abdomen. These oper- 
ations were done because experience has 
taught that pathology can usually be found 
although not demonstrable preoperatively. 
One of these patients is a diabetic, the other 
a mild hypertensive. Poth are living, so my 
opinion is a purely speculative one. 

NEUROSURGICAL RELIEF 

What can be offered by the neurological 
surgeon for relief of upper abdominal pain? 
Surgical elimination of the causative factor 
may be made in the case of dise protrusions, 
tumors, pachymeningitis, and Paget’s dis- 
ease. Tuberculosis of the spine may be 
cured by orthopedic treatment and antibi- 
otic therapy. Neurosurgical intervention 
with nerve decompression may occasionally 
be required. Epidural abscess is a neuro- 
surgical emergency. It may simulate the 
acute abdomen early in its course. Lami- 
nectomy and drainage is clearly indicated 
and productive of cure. Paraplegia is the 
alternative. It may be necessary at times 
to unroof the nerves involved in hypertro- 
phic arthritis. Pia-arachnoiditis is rarely 
diagnosed preoperatively. It is usually dis- 
covered at exploratory laminectomy. Cure 
or great amelioration usually follows free- 
ing of the nerves, removal of as much of 
the exudate as possible, and streptomycin 
therapy. For the relief of biliary dys- 
kinesia the physiological approach lies in 
resection of the celiac ganglia and plexus 
and should probably be done by the abdomi- 
nal surgeon himself or in collaboration with 
the neurological surgeon after negative ex- 
ploration of the common duct. 

The gastric crises of tabes dorsalis are 
usually completely relieved by cordotomy. 


Symposium on Upper Abdominal Pain 


The operation should probably be bilateral, 
and the postoperative complications of mo- 
tor weakness of the lower extremities, cord 
bladder and impotence, one or more of 
which occur in 10 per cent of cases, must 
be given consideration. Upper abdominal 
pain of epileptic nature can be differenti- 
ated by the intravenous administration of 
morphine. After this, pain of any source 
will be relieved, but if local disease of the 
upper abdomen be present, the reflex rigid- 
ity will persist. Associated electroencepha!l- 
ographic findings typical of epilepsy have 
been recorded as coexistent with pain in 
this region, and this has yielded to anti- 
convulsant therapy. 


What of the application of neurosurgical 
procedures to pain in the upper abdomen 
of thalamic origin, that with focus in the 
cord, and the severe intractable pain caused 
by inoperable neoplastic disease of the or- 
gans located in the superior portion of the 
greatest of the body cavities? It is the 
thought of this essayist that if the prog- 
nosis as to life expectancy is fairly good, 
and preferably if narcotic addiction is not 
already established, the patient is entitled 
to neurosurgical relief. As a humanitarian, 
I do not regard addiction as a contraindi- 
cation to surgical intervention. It only ren- 
ders difficult the evaluation of the result 
obtained. Posterior rhizotomy of pregang- 
lionic type, in order to produce analgesia of 
sufficient extent is an extremely extensive 
procedure. Bilateral thoracolumbar sympa- 
thectomy offers the same objectionable fea- 
ture plus adverse circulatory effects. It 
also fails to eliminate the somatic innerva- 
tion of the peritoneum, and the cervical 
source of supply of the peritoneum cover- 
ing the inferior surface of the diaphragm. 
High thoracic cordotomy interrupting the 
lateral spinothalamic tracts was probably 
the operation of choice until very recently. 
It may produce motor and bladder compli- 
cations and impotence. The last could safe- 
ly be disregarded in most cases such as we 
are now considering. In cordotomy it must 
be borne in mind that some pain fibers may 
by-pass the level of interruption in the sym- 
pathetic chain to enter the cord superiorly. 
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re also we must remember that the cervi- 
innervation is not affected. I have done 
dotomies which I feel sure were techni- 

ly correct and had some pain persist, so 
eel that by-passing is a definite possi- 
ity. The operative hazard is perhaps too 
‘at to justify spinothalamic tractotomy 
the cervical region. The high mortality 
mesencephalic tractotomy by the usual 
ethod inclines me against this. I do not 
believe in bilateral frontal lobotomy. It has 
merely the doubtful virtue of stopping the 
patient from worrying the physician and 
family with perpetual complaints. In my 
opinion the victim still suffers as much, 
but intelligence having been largely de- 
stroyed, he does not know how to seek re- 
lief. My own limited experience with the 
unilateral operation has taught me to avoid 
the dominant hemisphere. Thanks to the 
work of Wycis and Spiegel, a solution to 
the problem is at hand, one which produces 
no mental change, minimum if any physical 
disability, and produces complete analgesia. 
Shown in Figure 4 is a section of the hemi- 


Figure 4. Section through the cerebral hemis- 
phere and midbrain near the rostral end of the red 
nucleus showing the medial lemniscus. 


sphere just caudal to the thalamus and near 
the rostral end of the red nucleus. Figure 5 
shows destruction of the lateral portion of 
the medial lemniscus. This is the continu- 
ation of the lateral spinothalamic tract in 
the brain. At this level it has received all 
pain-bearing fibers of the cranial nerves. 
This operation can be done with mechanical 
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Figure 5. Destruction of the lateral portion of 
the medial lemniscus near the rostral end of the 


red nucleus and just caudal to the thalamus. 


precision, and gives permanent and com- 
plete relief from upper abdominal pain, no 
maiter what its cause, or where its site of 
origin. 
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DIAGNOSIS OF UPPER ABDOMINAL 
PAIN* 


HOMER DUPUY, M. D. 
NEW ORLEANS 





In attempting to organize this subject I 
will consider the areas of the upper abdo- 
men and the organs or factors capable of 
producing pain in the individual areas with 
reference only to the diagnostic features. 

The most important factor in attempting 
a study of upper abdominal pain is, first, 
an accurate history determining the charac- 
ter of the pain, location, type of onset, in- 
tensity, duration, radiation and precipitat- 
ing factors. The significance of an accurate 
history cannot be overemphasized; this, 
followed by a thorough physical examina- 
tion, not only of the upper abdomen but of 
the chest and such laboratory studies as in- 
dicated, will lead to more astute diagnoses. 

The incidence of pain in the epigastric 
region and the right upper abdominal quad- 
rant is far higher than that of pain in the 
upper left quadrant. Whereas, the same 
factors that produce pain in the epigas- 
trium so frequently produce pain in the 
right upper quadrant that these two areas 
will be considered together. One exception, 
however, is pain of cardiac origin which is 
not infrequently seen in the epigastric 
region and is rarely seen in the right upper 
quadrant. 


In epigastric and right upper quadrant 
pain it is important to determine if the pain 
is of intra-abdominal or extra-abdominal 
origin. In the extra-abdominal origin of 
pain, diseases of the esophagus, heart, 
lungs, pleura, diaphragm, spinal cord, ver- 
tebrae and kidneys must be considered. 


Presented at the Seventieth Annual Meeting of 
the Louisiana State Medical Society, Baton Rouge, 
La., April 25, 1950. 
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EXTRA-ABDOMINAL FACTORS 
Esophagitis, peptic ulcer of the es- 
phagus, and carcinoma of the esophagus 
usually produce substernal pain of a dull 
aching character; however, they may pro- 
duce pain in the upper abdomen. Finzl 
diagnosis of these conditions definitely re- 
quires the assistance of the esophagoscope 
or the x-ray. Pulmonary and pleural condi- 
tions, such as pneumonia, pleuritis, pulmo- 
nary thrombosis, and carcinoma, can usual- 
ly be diagnosed by the history, physical 
examination, and often more accurately by 
x-ray studies. 

Diaphragmatic hernia can cause a very 
bizarre group of symptoms. According to 
Christopher,' the symptoms depend on 
(1) the amount of mechanical interference 
with the function of the herniated viscus; 
(2) the degree of interference with func- 
tion of the diaphragm; and (3) the amount 
of increased pressure within the thorax 
which causes impairment of respiration and 
circulation. The symptoms may simulate 
those of other diseases of the abdomen and 
thorax, namely, peptic ulcer, cholecystitis, 
intestinal obstruction, cardiospasm, pyloro- 
spasm, and coronary disease. I recall a 
patient whom I recently saw who had been 
treated for coronary disease for fifteen 
vears on the basis of substernal and epigas- 
tric pain of the colicky type and a moder- 
ately severe arterial hypertension. G. I. 
series revealed that she had a large hour- 
glass type of diaphragmatic hernia that ac- 
counted for both the substernal and epigas- 
tric pain. The symptoms of diaphragmatic 
hernia are usually mild at onset and begin 
with vague epigastric pain which frequent- 
ly is transmitted to the back. The associ- 
ated diaphragmatic spasm produces an 
hour-glass deformity of the stomach which 
interferes with adequate emptying and 
causes increased intragastric pressure. 
Spasm of the diaphragm may cause re- 
ferred phrenic pain in the left shoulder, 
which may radiate down the left arm, sug- 
gesting coronary disease. The increased 
intrathoracic pressure may cause dyspnea, 
rapid heart beat, and palpitation. The pain 
may be entirely epigastric or substernal and 
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rastric. The pain may vary in duration 
n a few minutes to several hours. The 
iptoms are usually less severe or may 
n be relieved when the patient is in the 
ing position, and become accentuated 
‘ith the patient in the recumbent position. 
symptoms are frequently relieved by vomit- 
ing. Ulcers not infrequently occur because 
of the trauma of a moving diaphragm and 
produce a clinical picture similar to that of 
peptic ulcer. The diagnosis of diaphragm- 
atic hernia is made by G. I. series. 
Coronary heart disease is a very impor- 
tant factor to be reckoned with and ex- 
cluded in any consideration of upper ab- 
dominal pain, with or without tenderness 
and low grade fever. Although coronary 
disease is more common in the age group 
over forty, it must not be precluded in the 
younger age group purely on the basis of 
age. Wallace Yater* recently reported 860 
cases of coronary artery disease in the age 
group 18 to 39. I have seen autopsies on 
individuals 18 and 22 years of age with 
findings of coronary thrombosis with myo- 
cardial infarction. One of the cases, a sol- 
dier, had been treated for pylorospasm for 
two weeks prior to his death. 

Larkin® in a study of 92 cases of coro- 
nary thrombosis with myocardial infarction 
admitted to Memorial 
New York, found the following abdominal 
symptoms associated with this series: 
Abdominal symptoms present in. . 

Pain only 
Nausea and vomiting only 
Pain, nausea and vomiting 


It is of interest to note that the mortality 
in cases having abdominal symptoms was 
70 per cent which is well over the mortality 
rate of 53 per cent for that entire series. 

Unfortunately, 
substernal pain radiating down the left arm 


the clinical picture of 
associated with shock is too frequently 
thought of as the only manifestation of 
coronary disease. The patient having ab- 
dominal symptoms with even suggestive 
clinical evidence of coronary heart disease 
should be observed carefully with serial 
electrocardiograms if coronary heart dis- 


Hospital, Albany, ' 
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ease is to be differentiated from intr:- 
dominal pathology. 

Cardiac decompensation with portal con- 
gestion with or without ascites is a not in- 
frequent cause of upper abdominal pain. A 
distressing though not extremely unusual 
condition can exist in which portal conges- 
tion on a cardiac basis can persist even 
though there is no associated pulmonary 
edema, ascites, or pedal edema. This con- 
dition, producing upper abdominal pain, 
persistent nausea and some vomiting, usual- 
ly carries a serious prognosis. Mercurial 
diuretics often prove to be of considerable 
help, not only as a therapeutic agent, but 
as a means of differentiating liver enlarge- 
ment of cardiac origin from other forms 
of hepatomegaly. 

Of the metabolic factors producing upper 
abdominal pain, acidosis of diabetic origin 
and uremia are not infrequently found to 
be the etiologic factors. Urinalysis and 
blood chemistry studies with other clinical 
findings will establish the diagnosis. 

Constitutional conditions such as mala- 
ria, rheumatic fever, Hodgkin’s disease, 
typhoid fever, lead colic and gastrointes- 
tinal allergies must be considered. In this 
group of diseases I would like to emphasize 
that whereas malaria can produce abdomi- 
nal pain, a positive blood smear should not 
necessarily preclude or contraindicate an 
abdominal exploration because acute ab- 
dominal emergencies can cause an exacer- 
bation of malaria. 

Neurologic and Vertebral Factors—Neu- 
ralgias, tabes dorsalis, thoracic vertebral 
arthritis, neoplasm of the thoracic verte- 
brae, myositis and herpes zoster. This 
group of diseases usually produces a radi- 
ating type of pain originating in the back 
with radiation around the side to the an- 
terior aspect of the upper abdomen in the 
distribution of the involved nerve. The pre- 
herpetic stage of herpes zoster can be a dif- 
ficult problem; the diagnosis, however, be- 
comes definitely established only with the 
appearance of the vesicular manifestation 
of the disease. 

Renal Disease—This system does not 
usually produce upper abdominal pain but 
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such conditions as Dietl’s crisis, hyperne- 
phroma, perinephritic abscess, and pyelo- 
nephritis must be considered as diagnostic 
possibilities. Urinalysis, KUB and intra- 
venous urograms will be of material assist- 
ance in the diagnosis of this group of dis- 
eases. 

Psychosomatic Factors—An evaluation 
of the patient’s general condition with par- 
ticular reference to his emotional state is 
an essential part of a diagnostic approach. 

sefore attributing an individual’s illness 
to a psychosomatic origin, organic disease 
must be excluded, notwithstanding the fact 
that psychosomatic illness and organic dis- 
ease may co-exist. 

Considerable time has been spent on the 
extra-abdominal origin of upper abdominal 
pain; yet it accounts for a recognizable per- 
centage of upper abdominal pain. The ex- 
clusion of an extra-abdominal etiologic 
lesion must be ascertained before approach- 
ing the intra-abdominal possibilities. 

INTRA-ABDOMINAL FACTORS 

Intra-abdominal organs producing pain 
in the epigastric and right upper quadrant 
include: Stomach, intestine, appendix, pan- 
creas, omentum, mesentery, peritoneum, 
liver, gallbladder and diaphragm. 

For diagnostic and therapeutic reasons, 
one should determine if the pain is due to 
one of the following types of lesions: In- 
flammation, perforation, calculi, hemor- 
rhage, obstruction, spasm, or neoplasia, and 
then attempt to determine the organ in- 
volved. 

Inflammation—The clinical picture of 
acute appendicitis, acute cholecystitis, and 
acute gastroenteritis, though well known, 
frequently requires careful observation be- 
fore localizing diagnostic features become 
manifest. The frequency of early epigastric 
pain in acute appendicitis cannot be over- 
emphasized in the problem of upper abdom- 
inal pain. The bizarre clinical picture of 
acute appendicitis can be more clearly ap- 
preciated if thought is given to the follow- 
ing factors pointed out by Christopher :' 
(1) that the appendix may be lying in any 
one of nine major positions, each position 
giving a somewhat different clinical pic- 
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ture; (2) that there are several etioloyic 
factors; (3) that there are at least six dif- 
ferent pathologic manifestations of the d’s- 
ease. In spite of the frequency of acute ap- 
pendicitis, the diagnosis of this condition 
can be one of the simplest to make and yet 
occasions present themselves when _ the 
diagnosis can be one of the most difficult 
problems presented to a clinician. 

Acute cholecystitis usually is associated 
with nausea, vomiting, vague aching pain 
in the epigastrium and right upper quad- 
rant, associated with tenderness and rigid- 
ity. There is usually an associated fever 
and leukocytosis. 

Acute hemorrhagic pancreatitis is not 
common and is characterized by an acute 
onset of severe epigastric pain, radiating 
around the body through the back and often 
to both shoulders, followed by nausea, 
vomiting, profound shock and marked leu- 
koeytosis. The diagnosis is confirmed by 
means of a blood amylase which is marked- 
ly elevated (normal limits of blood amylase 
70-200 units). 

Acute interstitial pancreatitis is seen 
usually in association with biliary tract dis- 
ease and produces a picture somewhat sim- 
ilar to that of acute hemorrhagic pancrea- 
titis except for the absence of shock. The 
blood amylase is elevated only during the 
acute phase of the disease. With recovery 
from acute pancreatitis some degree of 
jaundice may be present due either to an 
ascending cholangitis or to edema of the 
pancreas causing some obstruction of the 
common bile duct. 

Liver—All forms of acute, subacute, and 
chronic hepatitis may produce some type of 
pain in the right upper quadrant. Of par- 
ticular interest in the inflammatory group 
is amebic abscess which in addition to pain 
is associated with enlargement of the liver, 
tenderness in the right upper quadrant, 
fever and loss of weight. Signs of dia- 
phragmatic irritation may be evident. Stool 
examination, x-ray, fluoroscopic studies 
and the complement fixation test described 
by Craig can be of considerable help in the 
diagnosis of amebic abscess. The absence 
of trophozoites or the cysts of E. histolytica 
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on stool examination does not preclude a 
diagnosis of amebic liver abscess. DeBakey 
and Ochsner! reported positive stool find- 
ings in only 46.6 per cent of their series. 
They also found that diarrhea is not neces- 
sarily an antecedent or accompanying 
symptom. In nearly 2000 cases of ame- 
biasis studied at Charity Hospital by De- 
jakey and Ochsner they found a past his- 
tory of significant diarrhea in about a third 
to almost half of the patients having ame- 
bic hepatic lesions. The incidence of ame- 
biasis in the State of Louisiana has varied 
considerably by different investigators. 
The Prowne-McHardy’ group of gastroen- 
terologists reported in 1949 an incidence of 
12.4 per cent of amebiasis in routine cases 
studied from their practice. At Charity 


Hospital in New Orleans the incidence of 
amebiasis was 5.6 per cent in 1946. 


Hemorrhage associated with an uppe) 
abdominal lesion may or may not produce 
pain. When present pain is usually in the 
nature of a dull, aching discomfort. There 
may or may not be hematemesis. Melena 
to some degree can usually be detected. In 
addition to the abdominal symptoms the 
clinical picture is that of hemorrhage in 
general, namely, weakness, dizziness, pallor, 
thirst, perspiration, falling blood pressure 
and rapid pulse. The prominence of the 
symptoms is dependent on the degree of 
blood loss. 

Caleuii—All calculi, be they biliary tract 
or renal, produce severe agonizing pain, the 
biliary type being located in the epigas- 
trium and right upper quadrant with pos- 
sible radiation to the back and right shoul- 
der. The renal may be upper abdominal but 
usually is lower abdominal with radiation 
to the scrotal or vaginal regions. The diag- 
nostic assistance of x-ray studies is con- 
tingent on the character of the stones. The 
greater the degree of calcium deposition, 
the more apparent the stone. The absence 
of an opaque shadow does not necessarily 
vreclude the diagnosis of calculi. 

Perforation presents severe abdominal 
pain, the area involved depending on the 
area that has been touched by contents of 
the perforated viscus. Besides the pain, 
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marked tenderness and rigidity appear 
fairly early after a perforation. In cases 
of stomach or intestinal perforation air 
beneath the diaphragm is diagnostic. Flat 
and erect positions should be taken. 

Obstruction—The pain is usually of a 
severe colicky type, recurrent and associ- 
ated with early nausea and vomiting if the 
obstruction is high. As the condition pro- 
gresses abdominal distention occurs. X-ray 
studies will be of assistance. 

Other Conditions—Pylorospasm, peptic 
ulcer and gastric carcinoma collectively ac- 
count for a very high incidence of upper 
abdominal pain. In spite of the diagnostic 
acumen of the attending physician it is felt 
that our clinical judgment should not be 
entrusted to make a final diagnosis in this 
group of diseases. If gastric malignancy is 
to be diagnosed early, G. I. series and fol- 
low-up studies must be instituted early. 
The gastroscope may in some cases be of 
considerable help. Metastatic malignancy 
to the liver and other upper abdominal or- 
gans necessitates a search for the primary 
focus which would include examination of 
the prostate gland, thyroid, G. I. series, 
x-ray of the chest, and biopsy of paipable 
glands. 

The Black test described in 1947 by M. M. 
Elack® is useful in cases of upper abdominal 
pain when malignancy is suspected. The 
test is a simple blood test that can be used 
as an office procedure. Nadler and Gor- 
don‘ in a recent survey of 1,760 cases at 
Touro Infirmary found 247 with proved 
malignant disease; of these 247 cases 75.8 
per cent had positive Black test. In 1,513 
patients without known malignant disease, 
a correct negative Black test was feund in 
78.9 per cent. False positive Black tests can 
be found in pregnancy, tuberculosis, acute 
suppurative disease, cirrhosis of the liver 
and acute rheumatic fever. The test is a 
simple sulfhydral reduction test using 
cresyl blue and methylene blue. Black 
found that the plasma of patients with 
malignant disease took longer to reduce the 
dye than did the plasma of nonmalignant 
cases. The test is definitely no substitute 
for the x-ray, but may be looked upon as a 
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nosis of malignancy. 


-ain in the left upper abdominal quad- 


rant is relatively infrequent. Nine-tenths 
of pain in the upper left quadrant is asso- 
ciated with gaseous distention of the stom- 
ach. The remaining percentage is due to 
lesions of the spleen, splenic flexure of the 
colon, fecal impaction, left kidney, dia- 
phragmatic hernia and irritation, herpes 
zoster, myositis, and neuralgias. 

The peritoneoscope has its place in the 
diagnosis of upper abdominal pain. It is 
recommended by Hollis and Brown* to de- 
termine: (1) disease of the peritoneum; 
(2) in cases of gastric malignancy to deter- 
mine whether or not the lesion has metasta- 
sized to liver before operating; (3) liver 
disease; (4) unexplained ascites; (5) un- 
diagnosed abdominal masses; (6) differ- 
entiate between bleeding peptic ulcer and 
esophageal varix. 

CONCLUSION 

In concluding I would like to emphasize: 

1. The frequency of extra-abdominal! 
etiologic factors causing upper abdominal 
pain. 

2. The importance of time that is re- 
quired in many cases to observe the various 
phases of a disease before a final diagnosis 
can be made. 

3. The importance of the x-ray, the 
electrocardiogram, Black test, blood chem- 
istry studies, blood picture, stool, urine and 
other laboratory facilities in the proper 
management of a case with upper abdom- 
inal pain. 
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SURGICAL INDICATIONS OF 
UPPER ABDOMINAL PAIN 


LEONARD H. STANDER, M. D. 
BATON ROUGE 

Upper abdominal pain may be produced 
py a multitude of conditions, occurring in 
all age groups. 

One should always exert every effort to 
arrive at a positive diagnosis before operi- 
tion whether it be an emergency or an elec- 
tive abdominal procedure. However, in spite 
of the many aids that we have in laboratory 
and radiological studies, we sometimes can 
arrive at only a presumptive preoperative 
diagnosis; often we can decide only that an 
acute surgical abdomen exists and deter- 
mine approximately where to place an in- 
cision. Fortunately, we are doing fewer 
and fewer elective exploratory laparotomies 
now without a fairly accurate preoperative 
diagnosis. 

Realizing this is not a discussion of pedi- 
atric surgery, I think we should probably 
list the conditions causing upper abdominal 
pain occurring predominantly in infancy 
and early childhood and dismiss that from 
our discussion. 

1. Congenital hypertrophic pyloric sten- 
osis 

2. Congenital atresias and stenoses of the 
intestine 

3. Intestinal obstruction resulting from 
malrotation 

4. Intussusception 

5. Omphalitis and omphalocele 

6, Congenital hernia of the diaphragm 
(will be discussed later) 

7. Rare tumors 

All of the above require early diagnosis, 
careful preparation of the patient and early 
surgical intervention. 

To carry on this discussion, I think we 
should also list and dismiss the common 
conditions occurring in the lower abdomen 
and pelvis which begin with upper abdom- 
inal pain and later localize to the lower ab- 
domen when the process extends beyond 
the organ involved. 
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Appendicitis 
Meckel’s diverticulitis 
Ovarian 

a. Ruptured follicle 

b. Torsion 

c. Inflammation 
Salpinx 

a. Inflammatory 

b. Ruptured pregnancy 
Renal 

a. Caleuli 

b. Pyelitis 

The constitutional conditions causing 
acute upper abdominal pain such as the (1) 
acute exanthemata, (2) typhoid, (3) ma- 
laria, (4) lead colic, (5) tabes dorsalis, (6) 
allergies, (7) black widow spider bites, 
should all be kept in mind to prevent catas- 
trophe or at least embarrassment in the 
postoperative period. 

The extra-abdominal causes of severe ab- 
dominal pain, simulating a surgical abdo- 
men have many times proven the worth of 
consultation with a good internist, namely : 

1. Pneumonia 

2. Angina pectoris and acute coronary 
occulsion 

3. Hypoglycemia, uremia 

PEPTIC ULCER 

We finally arrive at the purpose of this 
paper—surgical indications in the following 
conditions which produce upper abdominal 
pain: Peptic Uleer—(a) Duodenal, (b) 
Gastric. 

Duodenal ulcer is regarded as a medical 
disease except for the following conditions: 
(1) perforation, (2) massive hemorrhage, 
(3) cicatricial stenosis causing retention, 
(4) intractability for various reasons. 

In ruptured peptic ulcer, approximately 
90 per cent are duodenal. Of these 90 per 
cent, 95 are on the anterior or superior sur- 
face. The other 5 are on the posterior sur- 
face and rupture into the pancreas, giving 
rise to the subacute and chronic perfora- 
tions which may lead to intraperitoneal or 
subphrenic abscesses. The diagnosis of 
acute ruptured peptic ulcer is classical and 
the treatment is early operation with simple 
closure of the small hole by through and 
through sutures tied over a tag of omen- 
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tum. This is the method popularized by 
the late Roscoe Graham. 

The most common single cause of severe 
gastrointestinal hemorrhage is chronic duo- 
denal ulcer. The effect of age on the death 
rate of ulcer hemorrhage has been stressed 
in recent years.' Maingot quotes Welch and 
Yunich. 

“After the age of 50, the incidence of 
death from hemorrhage abruptly increases. 
In the group beyond the age of 50, the mor- 
tality was 20 per cent. Further analysis 
revealed that mortality increased with each 
decade of life beyond the age of 50. Al- 
though hemorrhage tended to be more pro- 
longed and more serious in patients beyond 
the age of 50, it was not found to be a more 
frequent complication of ulcer as age ad- 
vanced.” 

The probability of the older age group 
responding to conservatism is less because 
as one ages so do his blood vessels; the 
media or muscle layer of the arteries is re- 
placed by calcium and the vessels lose their 
contractile ability. Conservatism consists 
of (1) Mulengracht or Sippy diet, (2) vita- 
min K, (3) blood replacement. The blood 
pressure, pulse, hematocrit, and hemoglobin 
are taken every thirty minutes day and 
night with continuous blood replacement of 
approximately 500 cc’s every eight hours. 
If hemorrhage does not seem to be con- 
trolled under this regime, an emergency 
operation must be seriously considered.* If 
the patient is in good shape, subtotal gas- 
tric resection is the procedure of choice. If 
the patient is a poor risk, hemostatic su- 
tures through the bleeding point is all that 
is possible. The absolute prerequisite for 
emergency surgery is exact knowledge of 
where the bleeding is coming from. Sub- 
total gastric resection and preferably with 
resection of the duodenal ulcer when pos- 
sible is indicated in the chronic cases with 
marked scarring and consequent obstruc- 
tion and retention. It also has a place as 
a salvage to those intractable cases with 
severe symptoms.’ All other duodenal ul- 
cers should be regarded as medical problems 
and treated as such. 


Gastric ulcer in many good clinics is 
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treated as a surgical disease because one 
cannot tell an ulcer-cancer from a benign 
ulcer. With good radiological follow-up and 
gastroscopic examination, one may be justi- 
fied in treating a gastric ulcer conserva- 
tively three to six weeks and if it has not 
disappeared completely, a gastric resection 
should be done. For both gastric and duo- 
denal ulcer, resection has a low mortality 
rate, between 2 to 3 per cent and has good 
results in 90 per cent of the cases with a 
ten year follow-up. 
CARCINOMA OF TILE STOMACH 

The only available treatment is surgery 
and the results are still horrible. C. E. 
Welch and Arthur W. Allen from Massa- 
chusetts General Hospital recently reported 
a five year survival rate in resectable cases 
of 20 per cent. The symptomatology is vague 
and early diagnosis is not likely to im- 
prove. Recently in an editorial,’ Frank La- 
hey made a plea for total gastrectomy in all 
resectable cases of carcinoma of the stom- 
ach. Subtotal gastric resection for carci- 
noma of the stomach is nothing more nor 
less than local excision of the lesion. Total 
gastrectomy, which includes the thorough 
excision and removal of the gastrohepatic 
omentum nodes, besides the esophagus, the 
spleen, and all of the stomach, more nearly 
approaches a removal of the node-bearing 
area type of operation that is now applied 
in carcinoma of the colon and breast. Lahey 
reports the mortality of total gastrectomy 
as 10 per cent, with a three-year survival 
rate of 21 per cent. This is of especial in- 
terest when one realizes that total gastrec- 
tomy with its previous high operative risk 
was used only for those carcinomas of the 
stomach involving almost all of the stomach. 

GALLBLADDER DISEASE 
1. Acute Cholecystitis 
2. Chronic Cholecystitis 
(a) Without stones 
(b) With stones 

The ideal management of acute cholecys- 
titis is early operation with removal of the 
gallbladder and exploration of the common 
bile duct as indicated. In about half of the 
cases, because of delay in hospitalization, 
difficulty in making the diagnosis and poor 


general condition of the patient, this be- 
comes too dangerous. Under these circum- 
stances, one is faced with the choice of a 
two-stage procedure consisting of emer- 
gency cholecystostomy followed by an elece- 
tive cholecystectomy in approximately « 
month." 


e 


The principle indication for common duct 
exploration at the time of cholecystectomy 
for acute cholecystitis is the presence of 
jaundice or a history of jaundice and colic. 
In Dunphy and Ross’s cases from the Peter 
Bent Brigham Hospital, common duct ex- 
ploration was carried out in 42 per cent of 
the cases. Common duct stones were found 
in 50 per cent of those explored. 


It is necessary that one elect to operate 
upon the patient early to be able to accom- 
plish a satisfactory cholecystectomy and a 
choledochostomy when indicated; that is, 
preferably within the first forty-eight 
hours, and never later than seventy-two 
hours after onset of symptoms. 

Recently these same authors, Dunphy 
and Ross,‘ made a plea for cholecystostomy 
as a life-saving procedure in certain cases 
of acute cholecystitis. Cholecystostomy, 
they say, is carried out under two sets of 
conditions: because of unexpected technical 
difficulties that are found in a patient de- 
spite general anesthesia and an adequate 
incision; and secondly, as a planned proce- 
dure under local anesthesia because of the 
precarious condition of the patient. 

Chronic gallbladder disease without 
stones is a medical disease and is best treat- 
ed by diet, and antispasmodics. Those pa- 
tients having chronic cholecystitis without 
stones are not free of symptoms following 
cholecystectomy, and in many, the symp- 
toms are exaggerated. 

It is possible to ascertain whether stones 
are present in a high percentage of cases, 
well over 90 per cent, although only 40 per 
cent of gallstones are radiopaque. Adams 
reported a correct pre-operative x-ray diag- 
nosis of gallstones in 97.6 per cent of oper- 
ated cases.” When a positive diagnosis of 
gallstones is made, even if the patient 
wishes to put up with the pain, indigestion, 
and discomfort, cholecystectomy is _indi- 
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cated to prevent the following complica- 
tions: common duct stones, acute cholecys- 
titis, cholangitis, hepatitis, pancreatitis, 
carcinoma and internal biliary fistula with 
the less common gallstone ileus. 

Common duct stones are a frequent com- 
plication of stones in the gallbladder. The 
indications for exploration of the common 
duct at the time of cholecystectomy are: 

1. Jaundice or history of jaundice or 
laboratory evidence of subclinical 
jaundice. 

Small stones in the gallbladder. 

History of biliary colic. 

!. Thickened common duct. 

5. Sediment in bile aspirated from com- 
mon duct. 

6. Presence of acute pancreatitis. 


ws 


The problem of acute cholecystitis has 
already been discussed briefly. Hepatitis 
associated with infections arising in a cal- 
culous gallbladder may cause jaundice and 
is always a serious complication. At times, 
a common duct stone blocking the ampulla 
of Vater has been considered a precipitat- 
ing cause of acute pancreatitis. 

Carcinoma of the gallbladder is not com- 
mon but stones are almost always present. 
The incidence of malignancy following chol- 
elithiasis is reported as from 4 to 8 per 
cent of cases. The treatment, of course, is 
cholecystectomy, but most patients operated 
upon are dead within a year’s time. 

Internal biliary fistula is not common 
and is most often between the gallbladder 
and duodenum. We have had 2 cases within 
the past six months, 1 of which caused gall- 
stone obstruction of the ileum. The most 
common place for the stones to get caught 
is at the ileocecal valve; however, this stone 
was too large to get that far and was 
stopped approximately 4 to 6 feet from the 
terminal ileum. 

The diagnosis of acute pancreatitis is a 
contraindication to operation. It is extreme- 
ly important to differentiate acute pan- 
creatitis from acute cholecystitis, ruptured 
peptic ulcer, acute intestinal obstruction, 
and mesenteric thrombosis, because they 
are diseases that require early surgical in- 
tervention. 
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The conservative treatment, recommend- 
ed by Warren," consists of (1) relief of 
pain with opiates and novacaine block of 
the splanchnics; (2) restoration of the nor- 
mal blood concentration; the usual hemo- 
concentration can be treated by whole blood 
just as in the case of burns, as it is a tem- 
porary one; (4) prophylaxis against sup- 
puration with antibiotics, (5) the detection 
and treatment of cyst and abscess forma- 
tions, and, (7) the recognition and elimina- 
tion of hypocalcemia. If operation is under- 
taken, it should be limited to the simplest 
procedure; drainage of the lesser perito- 
neal cavity and drainage of the common 
duct if there is evidence of distention of the 
gallbladder. 

Chronic Relapsing Pancreatitis: The dis- 
abling part of this condition is pain; and 
the surgical indications are varied: drain- 
age of the common duct, drainage of pan- 
creatic cyst and removal of pancreatic 
stones, even subtotal and total pancreatect- 
omy. Rheinoff has suggested sympathect- 
omy and vagotomy in the relief of pain in 
this condition others splanchnicectomy. 

PANCREATIC CYSTS 

Whenever possible, without damaging vi- 
tal structures, complete local excision of 
pancreatic cysts is the treatment of choice. 
When this is not feasible, marsupialization 
is preferable to internal drainage by an- 
astomosing the cyst with the stomach or 
jejunum. 

CARCINOMA 

A mass in the head of the pancreas is an 
extremely difficult problem. As_ recently 
shown by Probstein, et al,'' biopsy of mass- 
es in the head of the pancreas is unreliable. 
In 28 biopsies, 18 failed to show cancer, 11 
of the 18 subsequently proved to have can- 
cer and 2 others presumably had cancer. 

The results of radical resection of cancer 
of the head of the pancreas are so unsatis- 
factory that one should be sure of car- 
cinoma to justify the risk. It is the opinion 
of some excellent surgeons that the pres- 
ent operation of radical pancreatico-duo- 
denectomy is not justified for carcinoma of 
the head of the pancreas in view of the re- 
sults, and because, in spite of its radical- 
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ness, it is still only a local excision of the 
cancer. Better results are obtained when the 
lesion is in the ampulla of Vater. 
ESOVHAGEAL HIATAL HERNIA 

These hernia give rise to pain as the most 
prominent symptom, and therefore, should 
be considered in this discussion. Esopha- 
geal hiatal hernia are classified into three 
types. In the first, the esophagus is of nor- 
mal length and its lower end is not elevated 
above the diaphragm, but a portion of the 
stomach herniates into the posterior me- 
diastinum beside the esophagus. This is the 
paraesophageal type. In the second type, the 
esophagus is of normal length but is ele- 
vated above the level of the diaphragm and 
a portion of the stomach is herniated into 
the posterior mediastinum. This is the most 
common form. The third type is the short 
esophagus with partial thoracic stomach. 

It is important to differentiate the first 
two types from the short esophagus because 
their management is different. The first 
two types are amenable to surgery, either 
a transthoracic or transabdominal repair of 
the esophageal hiatus. In our hands the 
transthoracic has been the most satisfac- 
tory. The short esophagus type is not amen- 
able to surgery as readily and is best treat- 
ed by medical means except when symp- 
toms severe that temporary or 
permanent interruption of the left phrenic 
nerve is indicated. The other measures used 
are, (1) alkalis, (2) elevation of the head 
of the bed when the patient sleeps to pre- 
vent reflux of acid gastric contents, (4) 
esophageal dilation thread when 
stricture occurs.'* 


are so 


over a 


CARCINOMA OF ESOPHAGUS 

In that dyspagia is the prominent symp- 
tom in carcinoma of the esophagus and not 
pain, it is not included in this discussion. 

TRAUMA TO THE ABDOMEN 

1. Wounds, penetrating. 

2. Wounds, nonpenetrating. 

Whether penetrating or nonpenetrating, 
the management of the injured organs is 
the same. In consideration of trauma to 
the abdomen any of the solid or hollow vis- 
cera may be injured by a blunt object strik- 
ing the anterior or lateral surfaces of the 
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abdomen. A frequent injury of this nature 
is traumatic rupture of the spleen whici: is 
necessarily treated by splenectomy becatise 
of primary hemorrhage and delayed hem or- 
rhage even after the initial bleeding as 
ceased. Abdominal wounds causing lacera- 
tion of the liver must be treated by lapa- 
rotomy with attempts at hemostasis using 
oxycel packs and hemostatic sutures. All 
wounds of the liver should be drained be- 
cause of the possibility of bile leakage into 
the peritoneal cavity with subsequent bile 
peritonitis which carries a considerable 
mortality rate. Hematomas of the kidney 
are early treated by conservatism and fol- 
lowed by nephrectomy, or at least explora- 
tion and drainage when complications be- 
come evident. Wounds of the biliary tract 
are treated by reconstructive procedures 
when it is evidently necessary. Small bowel 
and stomach wounds are best managed by 
simple suture or resection when large seg- 
ments are involved. Large bowel wounds ex- 
cept for very minimal lacerations are best 
treated by exteriorization of the involved 
segment into a simple loop colostomy, or by 
suture of the wound with proximal col- 
ostomy. Wounds of the urinary bladder are 
treated by suprapubic cystostomy, if the 
wound is large, or simple suture with in- 
dwelling catheter if only a small wound is 
present, but always with simultaneous 
drainage of the space of Retzius. 


In conclusion, I have not mentioned vag- 
otomy because my experience with vag- 
otomy is too limited. It is my understand- 
ing that the conservative indication for 
vagotomy is its use in the gastrojejunal 
ulcer that follows a small percentage of 
subtotal gastric resections for ulcer, and 
some clinics are now using vagotomy at the 
time of gastric resection for ulcer to pre- 
vent the occurrence of this 5 to 10 per cent 
of ulcer cases that end up with a recur- 
rence, especially at the anastomatic line. 

I have not listed indications for splenect- 
omy, as pain is not a primary symptom in 
most splenic conditions. It is similarly true 
that conditions of the liver are complica- 
tions of other diseases except for the pri- 
mary malignancies, 
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DISCUSSION 

(1) Question: How would you manage a case 
of epigastric pain in which coronary disease is 
suspected ? 

Dr. Homer J. Dupuy (New Orleans): In a prob- 
lem of this type I do not feel there is any substitute 
for explaining adequately to a patient the difficul- 
ties that you are confronted with. Namely, that 
you have to determine whether or not the pain is 
associated with an acute surgical or medical con- 
dition. It must further be explained that time and 
such laboratory studies as electrocardiograms, total 
and differential blood counts, sedimentation rate 
and temperature curves will be necessary to de- 
termine if the heart is involved and if it is, to 
what extent the myocardium has been damaged. 
This information may be ascertained immediately 
During this 
time the patient should be kept at complete bed 


rest 


or may require three to four days. 


(2) Question: How large must a hiatal hernia 
be to be seen with an ordinary G. I. series? 

Dr. Norman S. Hunt (New Orleans): Hiatal 
hernias no larger than a nickle can be detected on 
fluoroscopy. Whereas a hernia less than the size 
of a dime can be detected on a radiograph. Hiatal 
hernia is differentiated from a diverticulum or 
dilatation of the esophagus by the number of rugal 
folds. The esophagus has usually two or three 
folds whereas the stomach has more than three. 

(3) Question: How is the Black test done? 

Dr. Homer J. Dupuy: Put 5 cc. of the patient’s 
blood in an oxalate tube. Get 1 cc. of plasma from 
the oxalate blood. To this add 2 cc. of B.M.S. 
(solution of methylene blue, 0.15 per cent) and 


place in boiling water, then record the time re- 
quired to change the blue color to white. If the 
decolorizing is over 8% minutes the test is posi- 
tive. To .2 ec. B.C.S., (solution of brilliant cresyl 
blue, 0.10 per cent) 1 ce. of plasma is added. 
Place in boiling water for exactly ten minutes. 
Remove and color. If a lavender color is present 
the reaction is positive. 

(4) Question: Why 
acute cholecystitis? 

Dr. Leonard H. Stander (Baton Rouge): The 
optimum time to operate in acute cholecystitis is 
within the first forty-eight hours and not later than 
seventy-two because after that time, due to edema 
producing confusion of the anatomy, it would be 
too great a risk to do a cholecystectomy; I have 
learned the hard way. The reason for operation 
is that you can not tell those that will subside and 
those that will not. This idea of operating in acute 
cholecystitis was begun approximetely ten years 
ago by Dr. Hever and I think that it is the con- 
sensus today that one does not treat a patient with 
acute cholecystitis with conservative measures. 
There is a very definite place for cholecystotomy 
in those patients seen after seventy-two hours. 


immediate operation in 





UTILIZATION OF THE TRANSTHO- 
RACIC APPROACH IN ABDOMINAL 
SURGERY 


CHARLES MOSELY, M. D. 
BATON ROUGE 


During the previous decade we have seen 
tremendous strides made in the field of 
chest surgery. Technical advances in sur- 
gery have been made possible by concomit- 
ant advances in anesthesiology and a better 
understanding of cardiorespiratory phy- 
siology. Ever increasing knowledge of the 
preoperative and postoperative care of 
thoracic cases is constantly reducing the 
mortality and morbidity. Antibiotics are, 
of course, indispensable. I have often won- 
dered how much of the radical surgery we 
are doing at the present time would be 
feasible if they were not available. As all 
these improvements have gone along sur- 
geons have learned to be more at home 
within the thoracic cage. 

Instead of shunning the pleural cavity 
in approaching problems involving the up- 
per abdominal viscera we may safely util- 
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ize the chest as a means of access, with low 
morbidity and with increased effectiveness. 
The incomparable exposure opens new vis- 
tas in abdominal surgery permitting pro- 
cedures once deemed impossible by the ab- 
dominal route. Actually, but for the in- 
tervention of the diaphragm, the spleen, 
stomach, thoracic duct, and suprarenal 
glands are as much thoracic as abdomina! 
viscera. In my experience these are ap- 
proached more readily if we use the chest. 

This 


ways. 


may be accomplished in several 
The pleural cavity may be opened 
with a conventional incision limited to the 
chest wall and the abdomen entered by ope- 
ning the diaphragm widely. The exposure 
is good but self limited. If both the thora- 
cic and abdominal walls are opened by a 
combined incision and the diaphragm di- 
vided, we obtain the maximum effect. The 
combinations are numerous and will vary 
with the individual problem. The start 
may be with exploration of the abdomen 
through an abdominal incision which may 
divide the rectus sheath vertically or the 
epigastrium may be opened through either 
a transverse or oblique incision. If neces- 
sary, any of these may be extended oblique- 
ly along the chest wall, the common costal 
margin divided, and the pleural cavity 
opened either through division of the inter- 
costal muscles or subperiostea! resection 
usually of the eighth or ninth rib. The dia- 
phragm is divided, appropriate retractors 
inserted, and the lung packed from the 
field. If either gastric or esophageal resec- 
tions are to be performed the inferior pul- 
monary ligament is divided, the mediastinal 
pleura opened, and the left lobe of the liver 
mobilized and retracted. Endotracheal pos- 
itive pressure anesthesia is used. The pa- 
tient is positioned obliquely on the table, 
the extent of elevation varying from about 
15 to a little less than 90 degrees, depend- 
ing on the preference of the operator. The 
arm and shoulder girdle are abducted, and 
the table broken slightly to open up the in- 
cision. Closure is in layers with care taken 
to re-expand the lung. Interrupted silk 
sutures are used to close the costal margin. 
We still feel much safer if a water sealed in- 
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tercostal drain is used. This is brouvht 
out through an interspace below the inci- 
sion. Usually we have felt separate drain- 
age of the abdomen to be necessary using 
rubber Penrose drains introduced through 
a stab wound. 


Blood volume is maintained by as much 
whole blood as is necessary. To date we 
have not used more than 3,000 cc. of blood 
during the operative and immediate post- 
operative period. We prefer to administer 
oxygen during the early recovery phase. 
Most of all we maintain an open airway by 
making these patients cough. If they will 
not attempt it, a rubber catheter connected 
to a suction device is used through the nose 
and the cough reflex initiated. Usually we 
are able to pass the catheter into the tra- 
chea. A few instances of this and they are 
usually glad to cough spontaneously, par- 
ticularly if someone supports the incision 
while the attempt is made. The patient is 
encouraged to turn frequently, early activa- 
tion in bed instituted, and ambulation be- 
gun as soon as feasible. Intercostal nerve 
blocks of procaine were necessary for a few 
days in two patients, but we have not found 
these incisions to be significantly, if at all, 
more painful than extensive abdominal 
wounds. We have used the nerve blocks 
more to encourage coughing than to obviate 
pain. Large doses of opiates are avoided. 


To date we have used only a left sided ap- 
proach, but feel that some of the difficult 
problems in biliary surgery involving com- 
plicated duct repairs or cholecystectomy in 
an extremely obese individual might be 
more readily solved through a right thor- 
acoabdominal incision carried obliquely 
across the epigastrium.' It would seem to 
be a better approach than the inverted V 
incision used by Longmire in performing 
intrahepatic cholangiojejunostomy after 
partial hepatectomy. 


It is no longer true that “the major lym- 
phatic ducts are in surgically forbidden re- 
gions of the body’’. In view of the occa- 
sional injury to the thoracic duct in per- 
forming splanchnicectomy we can antici- 
pate an increased incidence of chylothorax. 
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Heretofore direct surgical attack on the 
problem has usually been avoided with in- 
evitubly poor results. Experience has shown 
that patients in whom ducts have been li- 
gated do much better than those in whom 
they have been severed and left open. With 
the much better exposure obtained through 
an abdominothoracic incision we may ex- 
pect a direct approach to be made upon this 
serious problem with much better results 
than in the past. For an excellent review 
of the problem see the article by Baldridge 
and Lewis.* 


The essayist feels that the approach is a 
valuable one in performing nephrectomy. 
Large, fixed tumors of the kidney may be 
removed with greater ease than with a con- 
ventional approach. With the peritoneum 
open the anatomical status of the opposite 
kidney may be ascertained with certainty. 
With the pleural cavity open the question 
of pulmonary metastasis can be settled. In 
view of the occasional benefit from pul- 
monary resection in metastatic lesions, par- 
ticularly hypernephromas, if the condition 
of the patient warrants, lobectomy may be 
done at the same time the kidney is re- 
moved. Such a procedure was contemplated 
in one of our cases but abandoned because 
metastasis had already occurred to the liver 
as well as to the left lung. The left lobe of 
the liver was resected following nephrect- 
omy and the problem of pulmonary resec- 
tion deferred particularly since the metas- 
tatic lesion in the lung was in the upper 
lobe. The later development of widespread 
liver metastasis and deterioration of the 
patient’s condition precluded further sur- 
gery. 


The numerous case reports of good re- 
sults from removing metastatic tumors 
from the lung encourage us to continue to 
consider the procedure. In 1933, Churchill 
resected two thirds of the upper lobe of the 
left lung for metastatic adenocarcinoma of 
the kidney. The patient was reported alive 
and well thirteen years later. Effler and 
Blades! have reviewed the problem and re- 
ported favorable results in lobectomy for 
metastatic lesions from such diverse origins 


as liposarcoma of the buttock and carcino- 
mas of the colon and rectum. 

I believe I am correct in stating that few 
surgeons are satisfied with their results in 
subtotal gastric resection for carcinoma. It 
is possible that more radical procedures 
may improve our results. Using a com- 
bined thoracoabdominal approach makes 
total gastrectomy so much easier from a 
technical viewpoint that it should encour- 
age us to perform more total gastrectomies. 
From the results to date it would appear 
that in carcinoma of the stomach too limited 
a resection has been performed. Pack and 
McNeer® have pointed out the frequency 
with which cancer of the cardiac end of the 
stomach invades the esophagus. Zinninger 
and Collins® reviewed a series of cases per- 
formed by several surgeons in their city and 
subjected to careful microscopic examina- 
tion strips from the entire section. They 
found that in 30 cases in which the tumor 
lay grossly within 5 cm. of the pylorus 30 
per cent showed carcinomatous invasion of 
the duodenum, and that in 6 cases of carci- 
noma of the cardiac end 5 showed invasion 
of the esophagus. In 9 of the 47 cases there 
was either carcinoma in the line of section 
or it was too close for an adequate pro- 
cedure. 

CASE REPORTS 

We are presenting a few cases illustrat- 
ing some of the problems in which we found 
a transthoracic or thoracoabdominal ap- 
proach useful: 

Case No. 1: Mrs. L. L., age 50, admitted with 
a complaint of dysphagia of several months dura- 
tion; barium swallow revealed a lesion in the lower 
Operation April 1, 1948. 
3142 by 3 em. was found in the lower esophagus and 


esophagus. Lesion 5 by 


cardia of the stomach. Because of the numerous 
nodes, total gastrectomy with resection of the lower 
esophagus was done through a thoracoabdominal 
incision. Roux type of anastomosis between the 
end of the esophagus and distal end of the divided 
jejunum was performed. The mesentery was short 
and there was too much tension on the suture line 
and the patient developed a fistula and mediasti- 
nitis. 
were later performed but patient gradually de- 
teriorated and expired the twenty-third postopera- 
tive day. 

Case No. 2: Mrs. D. H., 78 year old female ad- 
mitted to the hospital with severe hematemesis. 


Mediastinotomy and feeding jejunostomy 
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Multiple transfusions were used and at a later 
date the barium meal showed a filling defect in 
the fundus of the stomach which was presumed to 
be carcinoma. Operation November 19, 1946: 
Transthoracic gastric resection with esophagogas- 
trostomy and incidental splenectomy. The lesion 
was 7 by 5 by 4 cm. Pathological diagnosis: Be- 
nign ulcerated leiomyoma of the stomach. Patient 
has been alive and well up until the time of last 
report in 1949. 

No. 3: Mr. H. G., 39 year old white male, 
complaining of a heavy sensation in the epigas- 
trium which became progressively worse. Anorexia 
G. I. series 
revealed a large lesion in the stomach presumed 
to be carcinoma. Operation March 29, 1948: Total 
gastrectomy with retrocolic esophagojejunostomy, 
jejunojejunostomy, and incidental splenectomy. 


Case 


and loss of weight were progressive. 


Epigastrium opened with an oblique incision 
aimed at the left eighth rib. Exploration revealed 
a large carcinoma of the pars media extending 
nearly to the esophagus along the lesser curvature. 
Costal margin divided and the shaft of the eighth 
rib resected. 

Postoperative course uneventful, out of bed on 
the fifth day and discharged on the twelfth. Pa- 
tient is still alive and in good health. 

Case No.4: Mr. N. S., 46 year old male with re- 
peated attacks of hematemesis treated by splenec- 
tomy with remission for a few years. After at- 
tacks gastrectomy was decided upon. 
Operation April 26, 1949: Transthoracic total gas- 
trectomy performed without incident. Patient left 
the hospital but developed inanition and subse- 
quently died. One attack of intestinal 
during convalescence. 


recurred, 


bleeding 


Comment: <A _ subtotal gastric resection with 
more extensive removal of the esophagus would 
have been a preferable procedure. 

Case No. 5: Mr. L. P., 
mitted with palpable mass 
story typical of 
filling defect 


56 year old male ad- 
in epigastrium and a 

X-rays revealed a 
of the distal third of the stomach 
with 50 per cent retention. Operation: March 9, 
1949, abdomen first explored through an oblique 
incision across the epigastrium. A 


carcinoma. 


large lesion 
involving almost the entire posterior wall of the 
stomach was found. This was presumed to be car- 
Costal margin divided and about 
two-thirds of the eighth rib resected. Procedure: 
Total gastrectomy, incidental splenectomy, and 
resection of tail of the pancreas. 


cinoma. was 


Microscopic diagnosis: 
stomach. 


Lymphosarcoma of the 


Discharged from 


tive day. 


hospital fifteenth postopera- 
Later developed recurrence and was 
given nitrogen mustard, and subsequently expired. 

Case No. 6: Mrs. M. C., 54 year old female, ad- 
mitted with epigastric pain and upper abdominal 
mass known to be present for at least a year. 
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X-rays revealed displacement of adjacent visce'a 
typical of pancreatic cyst. 

Operation: December 9, 1948. Incision trai s- 
verse across the abdomen with extension onto tiie 
chest and resection of portion of the ninth rib. 

Findings: Pancreatic cyst (10 inches) arising 
from body of the pancreas. 

Procedure: Excision of cyst, resection left half 
of pancreas, and splenectomy. 

Progress: Discharged tenth postoperative day 
No subsequent fistula; has gained weight and is 
free from symptoms. 

Case No. 7: Mrs. G. C., 46 year old female, ad- 
mitted with sudden onset severe epigastric pain 
gradually subsiding and what seemed to be a pal- 
pable cyst. X-rays showed soft tissue displace- 
ment suggesting a pancreatic cyst. Operation 
June 1, 1949. 

Incision: Transverse across epigastrium with 
resection anterior third of the tenth rib. 

Findings: Omental bursa filled with blood clots 
and a yellow necrotic mass involving tail of pan- 
creas and anterior aspect of left kidney. 

Procedure: Nephrectomy, resection of tail of 
pancreas, incidental splenectomy. 

Progress: Discharged thirteenth postoperative 
day. Still well with no evidence of recurrence. 
Received a course of postoperative x-ray therapy. 

Case No. 8: Mr. MeN., 67 year old male pa- 
tient with history of vague left lumbar pain, pro- 
gressive weight loss. Extensive x-ray survey re- 
vealed a mild left hydronephrosis, and in the chest 
film what was assumed to be the residual of an 
attack of pneumonitis several years ago. Urinaly- 
sis essentially negative. Surgery: August 30, 1949. 

Incision: Abdominal exploration through left 
rectus extended onto chest and distal half of the 
ninth rib excised. 

Findings: Large mass attached to upper sur- 
face of left kidney and adherent to adjacent struc- 
tures; palpable nodule upper lobe left lung as- 
sumed to be metastatic; approximately 3 cm. nodule 
present left lobe of liver. 

Procedure: Left nephrectomy, resection of the 
tail of the pancreas, resection left lobe of the liver, 
and incidental splenectomy. Microscopic: Hyper- 
nephroma of kidney with metastasis to the liver. 

Progress: Discharged thirteenth postoperative 
day in good condition. Developed rapid recurrence 
in liver with very little progress in pulmonary 
metastasis, and subsequently expired. 

Case No. 9: Mr. O. H., 28 year old male ter- 
rifically smashed in automobile accident admitted 
in severe shock. Examination revealed fractures 
of the shafts of both femurs, multiple laceration 
of flexor tendons of the forearm, a scalping injury 
and findings suggestive of a severe chest injury. 

Emergency treatment: Transfusions, oxygen, 
water sealed catheter inserted after aspiration re- 
vealed presence of what was assumed to be gastric 
juice. Cantor tube inserted and connected to suc- 
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n with little results. Thomas splints applied 
both lower extremities. As soon as feasible 
tient was operated, surgery, April 1, 1949. 
Incision: Oblique over ninth rib. 

Findings: Large tear was found in the left leaf 

o! the diaphragm with almost entire stomach and 
ieen in the chest with incarceration. 

Procedure: Transthoracic repair of diaphragm- 
atic hernia, incidental splenectomy. 

Immediately improved. Chest cathe- 
fourth postoperative day. Femurs 
sequently repaired with intramedullary nails by 

ly. Moss M. Bannerman. 


Progress: 
removed 


ters 


Condition: Today is good; no sequelae. 

No. 10: Mr. V. F., 28 year old male with 
lf inflicted 32 calibre pistol wound, lower portion 
left chest 
Brought out of shock and taken to operating room. 
Surgery April 5, 1950. 


Case 


anterior aspect near the seventh rib. 


Incision: Oblique over seventh rib resecting en- 
trance wound and anterior one-half of the seventh 
rib. Costal margin divided and incision continued 
as a paramedian down left rectus muscle to the 
level of the umbilicus. 

Findings: Penetration left pleural cavity, left 
diaphragm, left lobe of liver, gastrohepatic liga- 
ment, inferior mesenteric vein, left lumber lym- 
duct, 
posteriorly. 


phatie suprarenal vessels, and emergence 


Procedure: Exploratory thoracotomy and ab- 
dominal laparotomy; suture left lobe of liver; re- 
moval of spleen and left suprarenal gland; liga- 
inferior mesenteric vein and ligation of left 
lumbar lymphatic duct. 


tion 


Progress: Intercostal catheter out fourth post- 


operative day. Transferred to Veteran’s Hospital 
seventh postoperative day. He had several thora- 
centeses su-sequently but is now up and about the 
ward. 
CONCLUSION 

Upper abdominal surgery is greatly facil- 
itated by incisions opening both the pleural 
and peritoneal cavities. 

Experience with ten cases is presented. 
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MULTIPLE MALIGNANCIES OF 
MAJOR IMPORTANCE OCCURRING IN 
THE SAME INDIVIDUAL 


CHARLES L. BLACK, M. D. 
AND 
SAM CUMMINGS, M. D. 
SHREVEPORT 


Multiple primary malignant tumors are 
a well established entity today. An indi- 
vidual who has had one cancer is more sus- 
ceptible to the disease than are individuals 
who have never had one. We have selected 
these cases because of the problems that 
must be solved by the physician. Nearly all 
of us have encountered cases having more 
than one malignant tumor. From _ such 
cases we have learned that all symptoms 
and findings cannot be correlated in a 
single known neoplastic process. Definite 
patterns have been established in many of 
the common malignant tumors. We know 
that carcinoma of the prostate will metasta- 
size to the bone and adjacent structures but 
when it metastasizes to the breast, it cre- 
ates considerable interest. It then presents 
the problem of a possible second primary 
carcinoma. We also know that a basal cell 
carcinoma rarely metastasizes and when 
there is evidence of metastasis, one thinks 
of another primary focus. 

Slaughter in his excellent monograph 
favors the multiple origin of tumors. The 
older concepts of a malignant tumor arising 
from one cell which divides and increases 
by geometrical progression should be dis- 
carded. It now seems possible that many 
tumors arise from multiple foci of malig- 
nant change in the immediate vicinity of 
each other. The various foci grow and 
coalesce to form a single tumor. This is 
illustrated in the microscopic appearance 
of sections of “carcinoma-in-situ” of the 
cervix and Bowen’s disease of the skin. 
That many neoplastic diseases are of multi- 
ple origin is fairly well shown in such 
lesions as leukemia, Kaposi’s disease and 
multiple myelomas. Whatever the etiolog- 

Presented at the Seventieth Annual Meeting of 
the Louisiana State Medical Society, in Baton 
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ical background of multiple tumors may be, 
it seems definitely established that they oc- 
cur more frequently than could be expected 
on the basis of chance alone. 

The criteria for multiple primary malig- 
nant tumors as laid down by Billroth are 
too strict. He postulated that each tumor 
must have a different histological appear- 
ance, that they must arise in different loca- 
tions, and each must produce its own meta- 
stasis. The last requirement would obvi- 
ously rule out a large number of cancers. 
We have followed the criteria of Warren 
and Gates: (1) Each tumor must present 
a definite picture of malignancy. (2) Each 
tumor must be distinct. (3) And the proba- 
bility of one tumor being a metastasis of 
the other must be excluded. Many reports 
of multiple malignancy of breasts, ovaries, 
and tubes are regarded with suspicion. 

Since Pillroth reported his first case of 
multiple maligancy in 1879, there have been 
numerous isolated cases and several larger 


series reported. Hanlon, at the Mayo 
Clinic, in 1931, reviewed the reports of 
3,000 consecutive necropsies. In 710 of 


these cases death was attributed to carci- 
noma, and in 18 or 2.5 per cent, multiple 
neoplasms were found. Warren and Gates, 
in their series of 1,078 cancer autopsies, re- 
port a frequency of multiple carcinoma in 
3.7 per cent. The incidence of multiple pri- 
mary malignant neoplasms has been vari- 
ously reported between 0.3 per cent 
6.8 per cent of all cancer cases. 


and 


There is considerable variation in the age 
of appearance of multiple malignancies. 
Warren and reported that in 40 
cases, the average age in males was 67.7 
years and 58.2 years in females, with an 


Gates 


average of ¢1.8 years for the group. In 
this group there were 25 females and 15 
males with malignant tumors. Barrett et al 
revealed an average age incidence of 52 
years for the appearance of the initial pri- 
mary tumor. They surveyed 36 cases, 4 in 
males and 32 in females. 

Carcinoma of the skin is the most fre- 
quent multiple malignant tumor affecting 
the body. The skin is the largest organ and 
there is more tissue to be exposed to carci- 
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nogenic stimuli. The next most common ; 
involved system is the gastrointestin:| 
tract, followed by the genitourinary systen . 
According to Slaughter’s work, the order of 
frequency of involvement of the sever:| 
divisions of the gastrointestinal tract is: 
colon first, combination of colon and stom- 
ach second, and stomach third, which as he 
points out is somewhat of a surprise as 
gastric carcinoma is not generally thought 
of as multiple. O’Brien and Oppenheim re- 
port 3 cases of primary multiple carcinoma 
of the stomach in one institution from 1943- 
1947. 
CASE REPORTS 

No. 1. S. S., 37 year old white female, 
was seen in the Tumor Clinic in June 1942, with a 
history of a lump in the right breast for the past 
six months. The mass was hard and had not in- 
creased in size. 
radical 


Case 


Biopsy revealed carcinoma, and a 
done on June 30, 1942. 
Surgical specimen revealed infiltrating duct carci- 
noma, grade II, with lymph node metastasis. She 
received postoperative x-ray therapy to the breast 
and pelvic ports. Regular clinic visits failed to 
evidence of 


mastectomy was 


present any local or regional recur- 
rence. 

In September 1949, she presented herself at the 
Tumor Clinic with a rather large mass in the right 
side of the neck. On examination, the mass was 
approximately 3 to 4 cm. in its greatest diameter 
and situated rather high in the neck overlying ap- 
proximately the midportion of the sternocleidomas- 
toid muscle. It firm, somewhat fixed, and 
irregular. There was another small, firm, discrete, 
freely movable mass located superior and medially, 
and lying opposite the hyoid bone. The problem of 
whether this was metastatic breast carcinoma or 
a second primary presented itself. She was ad- 
mitted to the hospital and an incisional biopsy 
done. 


was 


This revealed thyroid carcinoma. X-rays 
of the chest and skeletal system were negative for 
metastasis. 

A hemithyroidectomy and block dissection of the 
neck was performed on October 11, 1949. Patho- 
logical report on the surgical specimen revealed 
carcinoma of the thyroid with metastasis to the 
regional lymph nodes. 

Postoperative course was uneventful. After the 
wound was completely healed, she was given x-ray 
therapy to the right and left sides of the neck. 

On January 1, 1950, an excisional biopsy of a 
pea-sized lesion in the right axillary scar of pre- 
vious radical mastectomy revealed infiltrating ade- 
nocarcinoma in the corium and subcutaneous tis- 
sues. 

Case No. 2. M. W., 69 year old colored female, 
was admitted to the Tumor Clinic on October 30, 
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1944, with a history of vaginal discharge and bleed- 


ine for one year. She had been checked by her 
physician for high blood pressure for the past year 
but had never had a pelvic examination until four 
days previous to admission. After examination, she 
was referred to the Tumor Clinic. 

’n examination, there was a friable lesion in the 
cervix involving the posterior vaginal wall. A 
biopsy was taken and reported as epidermoid car- 
ma, grade II. X-ray therapy was given to the 
pelvic ports. Chest plate negative for metastasis. 
Regular clinic visits revealed no evidence of re- 
currence of the disease. 

On February 12, 1946, she stated that she had 
noticed a mass in the left breast several weeks pre- 
viously. The mass had increased in size and was 
draining a bloody discharge. 

On examination the mass was found to be about 
the size of a plum. It was located just to the left 
of the areola and had a bloody drainage. There 
was no fixation to the underlying tissues but the 
mass was fixed to the skin. No axillary nodes were 


Cl 


Aspiration biopsy revealed necrotic and 
seminecrotic tissue. A simple mastectomy was done 
on March 13, 1946. Examination of the surgical 
specimen revealed intraductal papilloma. 

On regular clinic check-up on June 27, 1949, she 
complained of pain in the stomach, not related to 
The pain was present whether she ate or 
not. She was admitted to the hospital for a gastro- 
intestinal check-up. 

A G. I. series, on June 30, 1949, revealed a poly- 
poid filling defect of the greater curvature of the 
stomach suggestive of neoplasm, probably polypoid 


palpable. 


meals. 


carcinoma. 

A partial gastrectomy was done on August 2, 
1949. Pathologist reported the surgical specimen 
as adeno malignum, but stated that at no point was 
microscopic invasion demonstrable through the 
muscularis mucosa. 

Postoperative convalescence was uneventful. On 

last check-up on November 14, 1949 she stated that 
she felt well except for a sensation of fullness in 
the stomach after eating and slight epigastric 
tenderness. 
No. 3. T. J. C., 67 year old white male, 
was admitted to the Tumor Clinic with the follow- 
ing history: He first noticed a chronic skin lesion 
over the left mandible about twenty-five years ago. 
These lesions have persisted and have since spread 
to both sides of the face and ears. He was treated 
for skin carcinoma by a local physician about ten 
years ago. 


Case 


On examination, there were scaling, crusted 
both sides of the face. Biopsies from 
several of these revealed carcinoma, epidermoid, 
grade III. He was admitted to the hospital and 
given x-ray therapy in fractional doses. 


lesions on 


Biopsies from these regions from time to time 
were reported as carcinoma or keratosis. On 
March 4, 1948, an aspiration biopsy of left sub- 
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mental node, 1 cm. in diameter, was negative for 
carcinoma. 

On his next visit to the clinic on June 7, 1948, 
the previously aspirated submental node had in- 
creased in size. He was admitted to the hospital 
and an incisional biopsy done. This was reported 
as chronic lymphatic leukemia. 

On examination, there were multiple small nodes 
in both groins. There was a small subcutaneous 
nodule adjacent to the tip of the left mastoid proc- 
Blood count at this time was as follows: 
Hemoglobin 99 per cent; red cells 4,920,000; white 
cells 39,500; neutrophils 10; lymphocytes 88 (7 
young) ; eosinophils 1. 


ess. 


He was given x-ray therapy to both inguinal and 
submental regions with partial regression of the 
nodes. Blood count was satisfactory and he was 
allowed to go home to return to Tumor Clinic for 
check-ups. 

On July 2, 1948, the blood count was satisfac- 
tory. The submental nodes had almost completely 
disappeared and only a few shotty inguinal nodes 
bilaterally remained. 

On July 7, 1949, the blood count was slightly 
higher than last time. No nodes were palpable. 
There was a keratosis present over the entire dor- 
sum of hands, practically entire face and neck. Six 
of eight biopsies taken from these lesions were 
positive for carcinoma. 

On return to Tumor Clinic on April 22, 1949, an 
enlarged node was present in the right neck just 
posterior to the angle of the mandible. Another 
was present in the left submental region. He was 
given x-ray therapy to these areas. 

The patient did not return for check-up for five 
weeks. On his return on May 10, 1949, he stated 
that he had felt very well lately and his general 
condition WBC 97,000. Three 
rounded nodules in the right submandibular region 
over the right angle of the mandible were biopsied 
and reported as epidermoid carcinoma, grade II 
and III. He was admitted to the hospital for a 
possible neck dissection and excision of carcinoma 
of the face. 


was good. small, 


A radical neck dissection was done on July 8, 
1949. Pathological examination of the surgical 
specimen revealed metastatic carcinoma of the 
lymph nodes. Supraclavicular nodes and posterior 
auricular nodes reported as chronic lymphatic 
leukemia of the lymph nodes. 

On September 27, 1949, biopsies in five different 
locations on the face and neck were positive for 
carcinoma, grade II. As the prognosis was very 
poor and nothing further could be done for him, 
he was discharged from the hospital in the care of 
his daughter. She was informed of his condition, 
and the prognosis, and after his case was discussed 
with his local physician, he was allowed to go home 
with a prescription for codeine for pain as neces- 
sary. 
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TABLE No. 1 

BLOOD COUNTS 

CASE No. 3, T. J. C. 

Date HGB RBC WBC Neut. L M EL 
5-28-48 99% 4.92 39,500 10 88 (7 young) 1 
7-2-48 717% 3.61 22,300 8 87 70 basket cells per 100 WEC 
8-6-48 96% 4.63 44,550 21 72 1 50 basket cells per 100 WBC 
10-1-48 87% 4.35 60,000 14 86 (2 young) l1blast 33 basket cells per 100 WEC 
1-1-49 80% 3.81 89,000 5 93 (4 young) 43 basket cells per 100 WBC 
1-21-49 80% 4.10 67,500 4 95 (9 young) 30 basket cells per 100 WBC 
2-22-49 64,000 ; 
3-2-49 64% 3.80 51,000 18 81 (1 young) 38 basket cells per 100 WBC 
4-25-49 TA% 4.10 82,000 8 90 1 63 basket cells per 100 WBC 
6-10-49 17% 3.80 97,000 4) 91 (1 young) 
6-21-49 TT% 80,600 3 97 (1 young) 24 smudge cells per 100 WBC 


His daughter wrote that he was steadily grow- 
He expired on October 8, 1949. The 
Health Unit reported the cause of death as pneu- 
monitis, carcinomatosis and leukemia. 

No. 4. C. L. H., 55 year old white male, 
admitted to the Tumor Clinic on 
29, 1945, with a history of having a sore on his 
He stated that a 
The cut did 
There was a con- 
No his- 


ing worse. 


Case 
was November 
tongue for the past two years. 
filling rubbed his tongue and cut it. 
not heal but 
siderable amount of pain on swallowing. 


increased in size. 
tory of weight loss. 

On examination, there was a somewhat indurated 
lesion on the tongue, left and posteriorly. A biopsy 
was II. 
X-ray therapy was given to two external ports, 


reported as squamous carcinoma, grade 
one on either side of the face. One intraoral port 
teeth. ap- 
plied. This produced complete healing of the lesion. 


given following extraction of Radium 

On two occasions following the above procedures, 
biopsies of the tongue were reported negative for 
On 6, 1946, 
biopsy of the left cervical nodes was reported posi- 


carcinoma. December an aspiration 
tive for metastasis. 

On his last clinic check-up in December 1946, he 
complained of abdominal pain. He was admitted to 
the hospital for a medical check-up. 

On admission to the hospital, he gave the follow- 
ing history: On December 5, 1946, he was awak- 
ened by a cramping pain in the right upper quad- 
rant. The pain continued for a few days and then 
his shoulders began to ache. This lasted for a few 
days and then he developed a pain in the right 
flank. Following this, he complained of a dull ache 
in the left hip. 
No 
pation. 


Appetite was good all the time. 
No 


nausea or vomiting, diarrhea or consti- 


On examination, the liver was firm, nontender 
and enlarged to two to three fingers below the 
costal margin. No other masses or organs palpa- 


ble. of examination Chest 
examination essentially negative. 


Balance irrelevant. 


Numerous laboratory and x-ray studies failed to 
reveal the cause of his liver enlargement and ab- 
dominal symptoms. Gallbladder failed to visualize. 
An old found x-ray. 
Barium enema was negative. X-rays of pelvis and 


tuberculosis was on chest 
hips negative except for diffuse calcification of the 
upper femoral blood vessels laterally. 

3, 1947, he became distended and 
complained of severe abdominal pain which 


On January 
re 
quired sedation. Wangensteen suction started and 
Abdominal distention continued 
in spite of suction, prostigmine, and enemas. The 
Abdominal pain con- 
but 
He expired on January 


infusions given. 
left lez became edematous. 
tinued. Paracentesis 
of his condition, deferred. 
10, 1947. 


Diagnosis at Autopsy: 


was considered because 


(1) Oat cell carcinoma 
(2) Tuberculosis. ( Metastatic 
bronchiogenic (oat cell) carcinoma of the cervical, 
peribronchial, pancreatic, hepatic, and retroperi- 


of the bronchus. 3) 


toneal lymph nodes. (4) Metastatic carcinoma 
(bronchiogenic) of the pleura, lung, and liver. 
Case No. 5. L. W., a 59 year old colored female, 


entered the clinic on October 21, 1949, with the fol- 
lowing history: After extraction of teeth in 1941, 
she noticed a small black tumor on the right upper 
gum. It steadily increased in size and six months 
ago became sore. Three months ago she noticed a 
small mass below the angle of the right mandible. 
This mass also gradually increased in size. 

Seven years before admission she noticed a tumor 
in the left The mass slowly increased in 
size. There has been no pain, ulceration, or dis- 
charge from the nipple. 
breast. 


breast. 
No masses noted in right 


Examination revealed a large pigmented tumor 
on the roof of the mouth, involving the alveolar 
process of the maxilla on the right side and extend- 
ing across the middle line of the hard palate. For 
a distance surrounding the tumor mass, several 
small pigmented areas measuring approximately 
1 to 3 cm. in diameter were noted. A lymph node 














measuring 2 by 2 em. was palpable below the angle 
of the right mandible. 

xamination of the breast revealed a hard mass 
fixed to the skin in the lateral quadrant of the left 


breast. The mass was approximately 6 by 7 cm. 
in size. Three palpable nodes were noted in the left 
axilla. 

\ biopsy of the mouth lesion revealed malignant 


The pathologists unwilling to 
make a definite diagnosis without further biopsy 
yaterial in that there was a possibility of pig- 
mentation of metastatic breast carcinoma. It was 


melanoma. were 


decided to excise the node in the neck and breast 
tumor for biopsy. 

Pathological report on the breast lesion revealed 
Examination of the 
node from the right neck revealed malignant mela- 


S¢ rhous adenocarcinoma. 


noma. The node was almost completely replaced 
Biopsies of the satellite lesions in 
the mouth did not reveal any melanoma cells. 

On the basis of the above information, the fol- 


by the tumor. 


lowing diagnoses were made: (1) Melanoma of the 
roof of the local extension 
struction of the hard palate on the right, with me- 
tastasis to the cervical lymph nodes. (2) Scirrhous 
the left with axillary 
metastasis; skeletal survey of the pelvis showed 


mouth with and de- 


adenocarcinoma of breast 


distant metastasis. 
treat this follows: 
Complete excision of the local lesion of the mouth 


It was planned to case as 
followed by complete neck dissection, and at a later 
The patient requested 
a twenty-four hour leave to pay her rent and did 


date, a radical mastectomy. 


not return. 

No. 6. J. M., 74 year old white male, was 
admitted to the Tumor Clinic July 8, 1935 
he complaint of a sore on his lower lip of four 


Case 


with 


months’ duration. He stated that it began as a 
mall blister and gradually grew to its present size 
Past history re- 
left 


cheek seven years ago. The family history showed 


and began to bleed occasionally. 
that a similar lesion was removed from his 
that one brother had died of cancer. 

The lesion on the lower lip was described as 
measuring 2 cm. in length, bled easily and felt in- 
carcinoma. 
The lesion was treated by irradiation. On Octo- 
ber 21, 1936, the patient was admitted to the hos- 
pital to determine the etiology of an enlarged left 
submental lymph node. The 
surgically and the sections showed metastatic epi- 
dermoid carcinoma. Irradiation therapy was ap- 
plied to the cervical regions of both sides of the 
neck. He was followed in the Tumor Clinic and 
on May 8, 1945, biopsy was taken from a super- 


durated. Biopsy showed epidermoid 


node was removed 


ficial lesion of the lower lip which was reported as 
intraepithelial epidermoid carcinoma. 

On October 7, 1947, the patient was admitted to 
the hospital to determine the etiology of enlarged 
axillary and inguinal lymph nodes. A lymph node 
was removed and reported as Brill-Symmers dis- 
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ease. X-ray therapy was given to the enlarged 
lymph nodes. In 1948, a lesion developed on the 
right palpebral conjunctiva which was reported as 
superficial squamous and 
treated by irradiation. 

On April 19, 1949, a wedge shaped excision of 
the lesion in the lower lip was performed and was 
reported as squamous cell carcinoma, grade II. 


cell carcinoma was 


The patient complained of severe pain in his 
right jaw on several visits to the Tumor Clinic and 
x-ray examination showed a pathological fracture 
irradiation alcoholic 
mandibular block was done which apparently gave 
him relief. 

On December 1, 1949, lymph nodes were surgi- 
cally removed, from the cervical regions and were 
reported as reticulum cell lymphosarcoma. 


secondary to necrosis. An 


At the present time the patient is being followed 
in the Tumor Clinic. 

Thus the malignancies present are: 
(1) Squamous cell carcinoma of the lip with re- 
currence. (2) Brill-Symmers disease which has 
progressed to reticulum cell lymphosarcoma. (3) 
Superficial squamous cell carcinoma of palpebral 
conjunctiva. 

Case No. 7. H. M. S., 80 year old white male, 
was admitted to the Tumor Clinic March 10, 1950, 
with the complaint of a lesion on the right ear of 


multiple 


five years’ duration. Three years ago, he received 
some type of irradiation to the lesion on his ear, 
but later the patient denied having had any irradi- 
ation. Various types of salves had been applied 
to the lesion but it had continued to grow. In ad- 
dition to the lesion of the ear, the patient com- 
plained of smaller lesions on both cheeks and the 
opposite ear. 

Examination of the right ear revealed necrosis 
over most of the skin of the upper two thirds of 
the ear with exposure of the underlying cartilage. 

Biopsies of the lesions revealed: (1) Squamous 
cell carcinoma, grade III, invading cartilage of the 
right ear. 
the skin of the outer canthus of the right eye. (3. 


(2) Beginning epidermoid carcinoma of 


Basal cell carcinoma of the outer canthus of the 
(4) Atypical cells obtained from aspira- 
tion biopsy of node in the angle of the right jaw. 

The patient was admitted to the hospital March 
28, 1950 for clinical work-up and possible surgery 
of the right ear. Physical examination revealed 
necrosis of most of the skin of the upper two-thirds 
of the right ear with exposure of the cartilage; 
small lesion lateral to the outer canthus of the right 
eye; similar lesion lateral to the outer canthus of 
the left eye. The liver was enlarged and extended 
to the level of the umbilicus and the spleen was 
similarly enlarged. There was a three plus pitting 
edema of the legs. The lymph nodes were not pal- 


left eye. 


pable. 
Laboratory examination revealed 10.5 grams 
hemoglobin, 29,400 WBC., with the differential 
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showing 15 segs, 7.5 stabs., 2 juveniles, 0.5 mye- 
locytes, 70 lymphocytes, 1 monocyte, 2 eosinophils, 
1 basophil, 1 nucleated RBC/100 WBC and 26 bas- 
ket cells/100 WBC. The total protein was 5.58. 
The laboratory findings and clinical findings to- 
gether characteristic 
leukemia. 


were of chronic lymphatic 
Thus the major multiple malignancies 
in this case were chronic lymphatic leukemia and 
epidermoid carcinomas of the face and right ear. 

The patient is at present in the hospital under- 
going conditioning therapy for possible surgery 
to the right ear. 
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DISCUSSION 

Dr. Walter J. Burdette (New Orleans): The 
point Doctors Black and Cummings have made that 
in the presence of a single malignancy, one must 
be alert for a second one is an important observa- 
tion and one of which we should all be aware. 
This is particularly true of multiple cancers of the 
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skin, those of the mouth, of the colon, of the w:i- 
nary tract and of the paired organs, breast, test s 
and ovary. This should always be remembered 
when subsequent symptoms appear. An exam) le 
from personal experience is that of a patient who 
was irradiated for carcinoma of the cervix. Se 
subsequently complained of diarrhea which was at 
first attributed to the treatment. However, when 
it persisted, a barium enema revealed carcinoma 
of the colon which fortunately was successfully re- 
moved. Multiple neoplasms of one or more tissues 
occur with more frequency than can be accounte 
for by chance alone. They also appear at the same 
average age as solitary lesions. The presence of 
a general cancer diathesis has been proposed as an 
explanation of these findings. Although heredi- 
tary susceptibility factors are undoubtedly operat- 
ing in many instances of multiple tumors of one 
organ or tissue, there is little experimental evi- 
dence that tumors in different organs appear as 
a result of a single, common, susceptibility gene. 
For example, susceptibility to two different types 
of tumors in mice has been shown to be linked to 
separate chromosomes respectively. Although it is 
probable that multiple hereditary factors for sus- 
ceptibility are present in the case of cancer in 
humans, it is likely that extrinsic as well as, or in 
some perhaps even rather than, intrinsic 
factors are operative in multiple cancers of dif- 
ferent organs for the reasons recounted. Because 
of this it would appear that the group of patients 
under discussion is an important one for careful 
scrutiny for indications as to the etiology of the 
neoplasms. 


cases 
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COMMITTEES ON PROFESSIONAL 
CONDUCT 

In the last several years, attention of the 
medical profession has been drawn to the 
matter of establishing committees on pro- 
fessional conduct, spoken of by some as 
“grievance committees.” The purpose of 
these committees has been to hear com- 
plants from the public, and to iron out any 
misunderstanding between the public and 
the profession. With such assistance any 
patient who is dissatisfied with service ren- 
dered, who feels he has been overcharged, 
or who is dissatisfied for any other reason, 
will take his complaint to a medical society. 
The committee then will obtain facts from 
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the patient, from the physician concerned, 
discuss them with the physician, and rec- 
ommend a solution. The operations have 
been considered very valuable in maintain- 
ing proper public relations between the 
physicians, on the one hand, and the pub- 
lic on the other. 

In December of 1949, the A.M.A. House 
of Delegates passed a resolution which read 
in part, “this House of Delegates hereby 
commends those constitutent state associa- 
tions that have already established commit- 
tees to hear any complaints of the public 
and urges that all constituent associations 
adopt comparable programs.” A majority 
of the state committees on professional con- 
duct have been established as a direct result 
of this resolution. 

The following states and the District of 
Columbia now have special committees set 
up to hear complaints from the public: 
Arizona, Arkansas, California, Colorado, 
Connecticut, Delaware, Florida, Illinois, 
Iowa, Indiana, Kentucky, Maryland, Mas- 
sachusetts, Michigan, Nebraska, New 
Hampshire, New Jersey, New Mexico, 
North Carolina, Ohio, Oklahoma, Rhode 
Island, Tennessee, Utah, Vermont, Vir- 
ginia, West Virginia, Wisconsin, and Wy- 
oming. 

In five states public grievances are han- 
dled by the governing council of the state 
medical association. These states are: 
Georgia, Kansas, Louisiana, Minnesota, and 
Nevada. 

Most of the other state associations are 
considering the formation of a Professional 
Conduct Committee. 

Many county societies have, or are estab- 
lishing, local committes to hear disputes 
between the doctors and the public. In 
Louisiana it has, for a number of years, 
been the custom to have the Council handle 
such complaints. So far as our own affairs 
go, this seems to be a satisfactory arrange- 
ment. As the Council is statewide, the as- 
surance of complete impartiality is pro- 
vided. 

In one state in the central part of the 
nation, accurate report was made of the 
operations of the committee over a period 
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of about two years. Surprisingly enough, 
it was found that 77 per cent of the com- 
plaints were from psychotics and had no 
real ethical or professional implications. 
The great majority of those complaints re- 
maining were settled with a minimum of 
difficulty by the committee after a confer- 
ence with the physician and with the pa- 
tient. It has been stated that in cases in- 
volving fees many difficulties occur solely 
because the physician and the patient 
neglect to discuss charges. Another aspect 
of the effect of such committees is the re- 
straining influence it may have on certain 
members of the profession; the knowledge 
that a committee exists and that a com- 
plaint may be made by a patient who feels 
dissatisfied will operate in such a way as 
to cause the physician to avoid such a com- 
plaint. 

In some areas when the recommendation 
of the committee is not complied with by 
the physician, support of the society is 
withdrawn in the event of a legal contro- 
versy. Such, however, need not necessarily 
be a part of the operations of these com- 
mittees. 

The feasibility of committees on profes- 
the Parish societies of 
Louisiana is something that will require 
further study and consideration. Easy ac- 
cess to the committee members would pos- 
sibly be conducive to trivial complaints. 
Complete impartiality may be found to be 
difficult to separate from friendship. These 
difficulties may be in local societies and it 
is possible that the public relations value of 
the committee’s work may eventually be so 
great as to make their establishment de- 
sirable. 


sional conduct in 


In the locations where the establishment 
of these committees is new, considerable 
publicity has been given to them in the lay 
press. This, no doubt, tends to stir up com- 
plaints, but it has been found that after a 
matter of several years trivial disputes are 
not brought before the committee. 

In numerous ways, medicine has over a 
period of generations contrived to regulate 
itself and to elevate its standards. In re- 
cent years, organized medicine has been 
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active in such matters, and through its c.- 
hesive effect has placed practice on a high- 
er plane than ever in the past. Accori- 
ingly, there is nothing unbecoming to tl. 
dignity of the profession in operations of 
committees for public grievance. It is much 
more fitting that this should come from our 
own organization than from sources oult- 
side of the profession, or through various 
legal devices. 


t) 
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ENTERTAINMENT OF OSCAR EWING 
IN NEW ORLEANS 

Members of the Louisiana State Medical 
Society who are not resident in New Or- 
leans have been somewhat astonished and 
disturbed during the past month upon read- 
ing in the daily press that Oscar Ewing was 
being entertained in the City of New Or- 
leans and that a dinner in his honor was 
sponsored by the Chamber of Commerce. 
It is especially remarkable when it is real- 
ized that upon two occasions the Chamber 
of Commerce had gone on record against 
socialized medicine along with the cham- 
bers of commerce in cities in various parts 
of the state. 

In clarification of the situation the fo!- 
lowing is related: On September 20, a let 
ter over the signature of the President of 
the New Orleans Chamber of Commerce 
was sent to the members, including thcse 
who are physicians, inviting them to par- 
ticipate in an informal forum in whick af- 
fairs might be discussed which concerned 
the Federal Security Administration. Be- 
fore this letter was received, a telephone 
conversation between someone in the office 
of the New Orleans Chamber of Commerce 
and the secretary’s office of the Orleans 
Parish Medical Society brought out the fact 
that the forum was being considered by the 
Chamber of Commerce, but that the Medi- 
cal Society would take no part in honoring 
Mr. Ewing. Following this, a committee 
went before the executive committee of the 
Chamber of Commerce in manner of pro- 
test. Organized medicine was represented 
by Dr. C. G. Cole, secretary of the State 
Society, Dr. C. J. Brown, president of the 








Organization Section 


QGrleans Parish Medical Society, Dr. Max 
llattaway, chairman of the Committee on 
Public Relations for the State Society, and 
Dr. W. P. Gardiner, Health Officer of the 
(ity of New Orleans. At this meeting, the 
executive committee felt that they could 
not cancel the dinner, but they promised 
not to give it sponsorship. Mr. C. C. Wal- 
ther has since stated: 
“The Chamber of Commerce did not sponsor 

Mr. Ewing. It provided an opportunity, by 
means of an informal forum, for business men 
of New Orleans to give Mr. Ewing their views 
and to discuss their disagreements with his 
views. Many business men were interested in 
what might be in the offing in the way of new 
social security regulations and what effect the 
large increase in our national budget may have 
on present security laws. Of 
the subject of socialized medicine eventually 


social course, 
cropped up and opinions were expressed on 
each side of the question.” 
The local profession was not pleased in 
showing even this much recognition to Mr. 
Ewing. 
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Seldom has an individual in the history 
of American government, who held an ap- 
pointive office, stirred up so much rancor 
and controversy against himself and his 
policies as has Mr. Ewing. 


The two Houses of Congress in succes- 
sive years have given Mr. Ewing a decisive 
vote of no confidence by rejecting his at- 
tempts to gain cabinet stature and control 
over the medical profession for the creation 
of a Department of Health, Education, 
Security,—and one may add—glorification. 


As the final result, Mr. Ewing made no 
violent statements at the forum, such as he 
did in Houston, or such as he did on alight- 
ing from his plane journey. It is possible 
that the presence of the members of the 
Chamber of Commerce caused him to exer- 
cise a considerable degree of restraint. We 
hope in the future the Chamber of Com- 
merce and the medical profession will see 
less of Mr. Ewing. 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


ATTACKS ON AMA ADVERTISING 
CAMPAIGN 


Opposition to the national advertising 
campaign, conducted by the American Med- 
ical Association, for voluntary versus com- 
pulsory health insurance, would naturally 
be expected from the advocates of Presi- 
dent Truman’s compulsory health insurance 
legislation. 


The following release from Clem Whit 
aker, Director of the national education 
campaign, exemplifies what might be ex- 
pected of these individuals who espouse the 
cause of socialized medicine. These attacks 
call to our attention to what extent they 
will go to poison the minds of the public 
with their falsifying statements. It is their 
hope to discredit efforts of the medical prc- 
fession to educate the public so that thev 
will not be misled by the infamous scheme 


of the “Fair Dealers” in Washington in 
their effort to force this vicious compulsory 
health insurance down the throats of the 
public who are looking to the medical pro- 
fession for advice and protection. 

“Attacks on the AMA program have been 
made during the past few days by Federal 
Security Administrator Oscar Ewing, Con- 
gressmen Biemiller and Dingell and by Mrs. 
India Edwards, Vice Chairman of the Dem- 
ocratic National Committee. 

“The jittery advocates of Compulsory 
Health Insurance, even though they claim 
public support for it, and even though thev 
have spent millions of dollars of Federal 
funds propagandizing for it, are now bit- 
terly berating doctors for carrying their 
side of the case to the public. 

“It is quite apparent that they are in 
headlong retreat from public discussion of 
this public issue and their bitter attacks on 
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the AMA’s advertising program are elo- 
quent evidence of abject political cowardice. 

“The doctors didn’t raise this issue. The 
advocates of socialized medicine raised the 
issue. But in the final analysis, the people 
will decide what is to be done on the issue 
—and the present statements emanating 
from Washington are a vicious attack on 
legitimate advertising as a medium for 
public discussion of public issues. 

“The AMA advertising, which will pre- 
sent the merits of Voluntary Health Insur- 
ance as opposed to Government-run Com- 
pulsory Health Insurance, will ask the ques- 
tion: ‘Who Runs America ?—The Congress? 
—The President——Or You and the Man 
Next Door?’ It is clear that the Adminis- 
tration supporters of this socialistic pro- 
gram don’t want the people to consider that 
question—and for one reason only—because 
they fear the people’s answer.” 

Whitaker also charged Federal Security 
Administrator Oscar Ewing and other Ad- 
ministration supporters of socialized medi- 
cine’s program with “deliberate and gross 
misrepresentation of the amount to be spent 
in the AMA advertising program”’. 

“The AMA advertising program,” said 
Whitaker, “will cost slightly in excess of 
$1,000,000. Tie-in advertising, sponsore:! 
by other groups which believe with doctors 
that The Voluntary Way Is The American 
Way, may equal or double the amount spent 
by the American Medical Association. We 
think that is a great tribute to the princi- 
ples espoused by the doctors, but Mr. 
Ewing’s figure of $20,000,000, which he 
announces will be spent, is as unreliable as 
most of the statistics which have emanated 
from his office on this issue.”’ 


) 
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DOCTOR-DRAFT LAW 

1. The First registration date is Monday, 
October 16. 

2. On that date men in the first two cate- 
gories under the law (P.L. 779) will be 
required to present themselves at Selective 
Service offices or before Selective Service 
registrars. 

Included in these categories are all phy- 
sicians, dentists and veterinarians, under 
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50 years of age and not members of mi! - 
tary reserves, “... who participated as sti - 
dents in the Army Specialized Trainin» 
Program or any similar program admini: - 
trated by the Navy, or (those) who we) 
deferred from service during World Wa: 
II for the purpose of pursuing a course of 
instruction leading to education in a med 
cal, dental or allied specialist category, 
and (who have) had less than 21 months oi 
active duty in Army, Air Force, Navy, Ma- 
rine Corps, Coast Guard or Public Health 
Service . . . exclusive of time spent in post- 
graduate training.” 


3. All others covered by the draft law 
must be registered by January 16, 1951, 
but date or dates for further registra- 
tion(s) will be set by Selective Service. 

Included in this group are all physicians, 
dentists and veterinarians, with these ex- 
ceptions; (a) those over 50 years of age. 
(b) those in the military reserves. Previous 
active duty will not exempt a man in this 
group from registration. Selective Service 
may order registration of all men in this 
group on the same date, or call for separat» 
registrations based on extent of active duty, 
with those who served the least time regis- 
tering first. 


_ 


4. Those between the ages of 18 and 26 
who have registered in the general draft 
must register again under this special draft. 

5. Men are held individually responsible 
for locating the “duly designated registra- 
tion official of Selective Service local board 
having jurisdiction in the area in which he 
has his permanent home or in which he may 
happen to be on that day...” Furthermore, 
“every person subject to registration un- 
der or pursuant to this proclamation is re- 
quired to familiarize himself with the rules 
and regulations governing such registra- 
tion and to comply therewith.” 

6. Anyone prevented from registering on 
the appropriate date because of “circum- 
stances beyond his control . . . shall do so 
as soon as possible after cause of such in- 
ability ceases to exist.” Men absent from 
the country on their registration date are 
required to register within five days after 
their return. Setting the pattern for future 
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r-gistration, the proclamation provides that 
persons who receive their degrees later, 
aud are otherwise subject to registration, 
aiso must register within five days after 
receiving their degrees. Men inducted wi!l 
serve 21 months. 

This act is an amendment to the genera! 
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draft law, and the general law’s deferment 
provisions will apply, covering physicai 
condition, hardship cases, etc. Advisory 
committees will make recommendations in 
situations where drafting of a physician 
might leave a community with inadequate 
medical service. 





4) 
VU 


LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


ANNUAL MEETING OF THE SOUTHERN 
MEDICAL ASSOCIATION 


The Forty-Fourth Annual Meeting of the South- 
ern Medical Association will be held in St. Louis, 
Mo., on November 13-16, 1950. An imposing pro- 
gram has been arranged and there is promise of its 
being as instructive and interesting as those in the 
past. Medicine is taken up under fourteen sub- 
divisions, and topics run through the entire range 
of medical practice. Imminent authorities in these 
respective fields are going to be on hand to pre- 
sent papers. As in the past, excellent arrange- 
ments have been made for the purpose of taking 
care of the visiting physicians. 

All scientific activities, meetings and exhibits, at 
the Kiel Municipal Auditorium will be available 
to physicians who are members in good standing 
of their local and state medical societies. Those 
not members of the Southern Medical Association 
will show membership card evidencing membership 
in their local and state societies. All activities at 
Kiel Municipal Auditorium will be available to 
residents, interns, senior and junior medical 
technicians and nurses. There no 
registration fee at Southern Medical Association 
meetings. 


is 


students, 





SOUTHWEST REGIONAL 
CONFERENCE 
The fourth annual Southwest Regional Cancer 
Conference will be held in Fort Worth, Texas, No- 
vember 14, and 15, 1950, at the Blackstone Hotel, 
under the auspices of the Tarrant County Medical 
Society and the Tarrant County Unit, of the Amer- 
ican Cancer Society. 
Guest speakers at the Conference will include: 
Dr. Carl Eggers, Orthopedist, Galveston. 


CANCER 


Dr. A. J. Donnelly, Pathologist, Philadelphia. 

Dr. William S. McClune, Surgeon, Washington, 
dD, C. 

Dr. U. V. Fortmann, Radiologist, Cleveland. 

Dr. Peter A. Rosi, Surgeon, Chicago. 

The Conference will consist of a Tumor Clinic 
on the evening of November 14, and morning and 
afternoor sessions on November 15. 

There will be no registration fee. Further in- 
formation may be obtained by writing the Tarrant 
County Medical Society, 209 Medical Arts Build- 
ing, Fort Worth 2, Texas. 





MEDICAL GROUP HONORS DOCTORS 

Two New Orleanians—Dr. John Adriani and 
Dr. Ansel Caine—were presented diplomas Thurs- 
day night making them lifetime honorary members 
of the Cuban Society of Anesthesiology and offi- 
cial representatives of the organization in Louis- 
iana. 

The awards were presented by Dr. J. A. Magne, 
clinical director of Charity Hospital, at the annual 
meeting of the hospital’s general visiting staff in 
the institution’s auditorium. 


DR. LEDOUX ATTENDS MEETING 
HOT SPRINGS, VA. 

Dr. Lucien A. LeDoux attended the recent meet- 
ing of the American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons, at Hot 
Springs, Va. He participated in the program in 
opening the discussion of the paper of Dr. Clayton 
T. Beecham, of Philadelphia, Penna, “The Be- 
havior of Pseudomucinous Cystadenoma.” 


AT 


WEBSTER PARISH MEDICAL SOCIETY 
A meeting of the Webster Parish Medical So- 
ciety was held at the new Parish Health Unit 
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Building in Minden on Tuesday night, Sept. 25, 
1950. There were thirteen doctors present from 
Minden, Cotton Valley, Springhill and Ringgold. 

Dr. R. B. Van Horn made a talk on “The Diag- 
nosis of Abdominal Pain” and Dr. C. M. Baker 
talked on “The Problems of Treating Premature 
Infants.” Dr. Armistead discussed the work of 
the Health Unit. 

Applications for membership in the Society 
were made by Dr. Armistead, the new Director of 
the Health Unit, and Dr. E. A. Hand, who has re- 
cently opened an office for practice in Springhill, 
La. 

A resolution was passed requesting the Webster 
Parish chapter of the Red Cross to set aside a 
fund to be used in defraying traveling expenses 
to hospitals of certain cases of sickness in the 
Parish for which there is no present method of 
assistance. 

Dr. W. R. Garrett of Springhill, La., President 
of the Society, presided over the meeting. 


FELLOWSHIPS IN THE INSTITUTE OF 
INDUSTRIAL HEALTH 


The Institute of Industrial Health of the Uni- 
versity of Cincinnati will accept applications for 
a limited number of Fellowships being offered to 
qualified candidates who wish to pursue a graduate 
course of instruction which will qualify them for 
the practice of Industrial Medicine. Candidates 
who complete satisfactorily the course of study will 
be awarded the degree Doctor of Industrial Medi- 
cine. Any registered physician, who is a graduate 
of a Class A medical school and who has completed 
satisfactorily two years of residency (including 
internship) in a hospital accredited by the Ameri- 
can Medical Association may apply for a Fellow- 
ship in he Institute of Industrial Health. The 
course of instruction consists of a two-year period 
of intense preliminary training in the basic phases 
of Industrial Medicine followed by one year of 
practical experience under adequate supervision 
in industry. During the first two years, the sti- 
pends for the Fellowships vary from $2,100 to 
$3,000. In the third year the candidate will be 
compensated for his service by the industry in 
which he is completing his training. Requests for 
additional information should be addressed to the 
Institute of Industrial Medicine, College of Medi- 
cine, Cincinnati 19, Ohio. 


POSTGRADUATE PEDIATRIC COURSE 

A postgraduate pediatric course will be given at 
the University of Arkansas School of Medicine on 
November 6 and 7, 1950. This course is sponsored 
by the Pediatric Department, University of Ar- 
kansas School of Medicine, Maternal and Child 
Health Division of the State Board of Health and 
the Arkansas Medical Society. 

Two prominent practical speakers from other 
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parts of the country will be there to add to the suc- 
cess of the course. 

All interested physicians, nurses and _ publ 
health workers are invited to attend. 

No fee will be charged for this course. 


FORUM ON FUNDAMENTAL SURGICAL 
PROBLEMS 


One hundred and seventy reports on researc! 
aimed to advance surgery, conducted at medical 
schools and affiliated hospitals throughout th 
United States and Canada, will be presented at 13 
sessions of a Forum on Fundamental Surgica! 
Problems during the 36th Clinical Congress of the 
American College of Surgeons in Boston, Octobe 
23 to 27, according to an announcement by Dr. Ar 
thur W. Allen of Boston, Chairman of the Board 
of Regents. Subjects vary from major problems 
such as the use of an experimental artificial heart, 
localizing brain tumors with radioactive potas- 
tium, and resection of the trachea, to studies of 
blood coagulation as affected by various agents. 
Included among the medical schools are the Louis 
iana State University School of Medicine, New 
Orleans, and the Tulane University School of Medi 
cine, New Orleans. ; 

The Forum was first introduced by the College 
at its Clinical Congress in Boston in 1941 and was 
repeated at subsequent Congresses in Cleveland, 
1946; New York, 1947; Los Angeles, 1948; and 
Chicago, 1949. Besides encouragement of research, 
an object of the Forum is to provide opportunity 
for younger surgeons, many of them not yet quali- 
fied for fellowship in the College, to present the 
results of their work at the Congress the sessions 
of which were:addressed previously only by sur- 
geons who had already attained prominence. The 
idea was originated by Dr. Owen H. Wangensteen 
ef the University of Minnsota Mdical School who is 
chairman of the committee which selects the papers 
to be presented from the hundreds of abstracts 
submitted in advance. 


ANNUAL JOHN H. MUSSER LECTURE 


Dr. R. T. Grant, Professor of Medicine at Guy’s 
Hospital in London will deliver the third annual 
John H. Musser lecture, under the sponsorship of 
the Department of Medicine, at 8:00 p. m. on 
Wednesday, November 8, in the Hutchinson Me- 
morial Auditorium. Dr. Grant is associated with 
the Medical Research Council, working with car- 
diovascular problems. The subject of his lecture 
will be “Traumatic Shock and the Treatment of 
Injured Patients.” 


DIABETES WEEK 


The Diabetes Association of Louisiana met Oc- 
tober 13 to make plans to cooperate with the Amer- 
ican Diabetes Association in organizing a success- 








Woman's Auxiliary 


ful Diabetes Detection Drive. Diabetes Week will 


be held November 12-18, 1950. 


SURGICAL ASSOCIATION OF LOUISIANA 
ANNUAL MEETING 
Saturday, November 11, 1950 
SCIENTIFIC SESSION 


10:00 A. M. President’s Address 
10:30 A.M. ‘Visceral Versus Parietal Abdominai 
Pain” 
Dr. Frank Shute, Jr., Opelousas 
11:00 A.M. “Cancer of the Colon” 
Dr. Marshall Michel, Jr., New Or- 
leans 
Dr. Arthur Davidson, New Orleans 
Dr. Leonard Knapp, New Orleans 
11:30 A.M. “Modern Advances in the Treatment 
of Cancer” 
Dr. Randolph Lee Clark, Heuston, 
Texas. Director, Anderson Can- 
cer Foundation Professor of Sur- 
gery, University of Texas Gradu- 
ate School 
12:15 P. M. Luncheon 


SCIENTIFIFIC SESSION CONT’D. 
1:45P.M. “Operations for Peptic Ulcer” 


Dr. Keith Grimson 
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Professor of Surgery, 

Duke University School of Medi- 

cine 
“Management of Head Injuries” 

Dr. Howard Karr, New Orleans 
“Certain Problems in the Treatment 
of Injuries of the Upper Extremity” 

Dr. Scott Hamilton, Monroe. 
“Certain Problems in the Treatment 
of Injuries of the Lower Extremity” 

Dr. Rufus Alldredge, New Orleans 
:00 M. M. Business Meeting 
6:30 P. M.-8:00 P. M. Cocktails 
8:00 P. M. on 


bo 


:30 P. M. 


:00 P. M. 


:30 P. M. 


pen 


Dinner 


President Dr. Isidore Cohn 
Dr. James Q. Graves 
Dr. Arthur N. Houston 
Dr. Henry G. Butker 
Dr. Edmund L. Leckert 


Ist Vice-President 
2nd Vice-President 
Secretary 
Treasurer 
Additional Members of the Board of Directors 
Dr. Waldemar R. Metz 
Dr. Joseph Danna 
Dr. John G. Snelling, Jr. 
Heard 
Dr. William K. Irwin 
Dr. Roy B. Harrison 
Dr. C. Grenes Cole 


Dr. Joseph E. 





WOMAN'S AUXILIARY OF THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH MEDICAL SOCIETY 


The Orleans Parish Auxiliary resumed its fall 
and winter activities on Wednesday, Oct. 11, at 
3:00 P.M., at the Orleans Club. 

PTA 


not, in 


Ail members were urged to join groups 


whether they have children or order to 
Federal medicine. 
The Auxiliary expects to have at least one, if not 
each of the 49 PTA 


have a vote in the question of 


more, representatives in 


groups in New Orleans. 


November 8 is to be a very auspicious day in the 
annals of the Orleans Parish Auxiliary since on 
that date, we are to be honored with the presence 
of our very own A.M.A. Auxiliary President, Mrs. 
A. A. Herold of Shreveport, and our charming 
State Auxiliary President, Mrs. DeWitt T. Milam, 
who will be guests of the Auxiliary as official visi- 
tors of the auxiliaries which they represent. Plans 
for their entertainment are being made. 

Mrs. George D. Feldner, 
Publicity Chairman. 





WOMAN'S AUXILIARY TO THE LOUISIANA ACADEMY OF GENERAL PRACTICE 


The Washington-Youree Hotel in Shreveport was 
the scene of the third convention of the Woman’s 
Auxiliary to the Louisiana Academy of General 
Practice September 29 and 30. 

Mrs. Arthur A. Herold, Shreveport, founder of 
the Louisiana State Auxiliary and president of the 
Woman’s Auxiliary to the American Medical Asso- 
ciation, and Mrs. DeWitt T. Milam, Monroe, pres- 
ident of the Auxiliary to the Louisiana State Medi- 
cal Society, were honor guests and featured speak- 
ers at the luncheon held on Saturday, September 
30. Highlights of the luncheon included installa- 
tion of officers by Mrs. Joe E. Heard, Shreveport, 
first vice-president of the Woman’s Auxiliary to 
the Louisiana State Medical Society. Mrs. Heard 


installed as president, Mrs. George D. Feldner, 
New Orleans; president-elect, Mrs. Edwin R. Guid- 
ry, New Orleans; vice-president, Mrs. S. L. Gill, 
Shreveport; recording secretary, Mrs. Hollis T. 
Rogers, Winnsboro; treasurer, Mrs. John W. At- 
kinson, Gretna. Mrs. D. B. Barber, past-president, 
presided at the luncheon. 

Of interest to all our members will be the selec- 
tion of “The GP Wife of the Year”, who will be 
chosen for outstanding work, interest, and loyalty 
in the organization. All auxiliary members will be 
eligible for nomination. Further details of this 
matter will be published in future issues of this 
publication. The second project of the year will 
be our participation in the National GP Building 
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Fund. Being the first auxiliary in the country to 
organize, we must be the first to contribute to this 
worthwhile project. 

Social highlights of the two day gathering in- 
cluded the tea given in honor of Mrs. D. B. Bar- 
bar, past-president, and Mrs. George D. Feldner, 
president, Friday afternoon at the State Exhibit 
building by the Fourth District wives of the 
L.A.G.P. with Tri-State doctor’s wives and guests, 


Book Reviews 


wives of the Fourth District of the L.A.G.P. ad 
members of the Shreveport Medical Society atten |- 
ing. On Saturday morning a coffee party wis 
given by the Woman’s Auxiliary to the Shrevepo 
Medical Society at the home of Mrs. J. M. Bode - 
heimer, Fourth District councillor. 


_ 


Mrs. J. Otis Broyles, 


Publicity Chairman. 





BOOK R 


Studies 
in Pediatrics and Medical History, in honor of 
Dr. Abraham Levinson on his sixtieth birthday. 
Edited by Solomon R. Kagan, M. D. Froben 
Press, Inc. New York, 1949. Illus. 365 p. 
$6.00. 


Abraham Levinson Anniversary Volume: 


Price, 


This is a volume compiled and published to honor 
the sixtieth birthday of Dr. Abraham Levinson of 
Chicago. Dr. Levinson, in addition to being world 
famous for his epoch making pioneer studies on 
cerebrospinal fluid, is an international authority on 
pediatric neurology and medical history. He is 
also a most successful practitioner of general pe- 
diatrics. 

In order to pay proper tribute to Dr. Levinson 
the book has been divided into four major sections: 
(1) Pediatric neurology and psychiatry, (2) blood 
and cerebrospinal fluid, (3) general pediatrics and, 
(4) medical history. 

To each of these sections, outstanding authori- 
ties from all parts of the United States have con- 
tributed original articles. Each article presents a 
contribution to the knowledge of that particular 
branch of medicine. A total of thirty-three articles 
are presented, and have been well edited and well 
chosen. They are of definite interest to medical 
historians, pediatricians, pediatric residents, medi- 
cal research workers, and the general practice. 

It is admirable that a justly famous physician 
can receive sincere tribute during his lifetime. So 
frequently such expressions of admiration occur 
only after a physician’s death. This volume not 
only expresses some excellent thoughts, but also 
proclaims sincere respect, esteem and admiration, 
for a man whose life and works have been an in- 
spiration to all physicians. 


J. D. Russ, M. D. 


Hygiene: By J. R. Currie, M. A., M. D., LL. D., 
D. P. H., F. R. C. P., and A. G. Mearns, M. D., 
B. Se. (Public Health), D. P. H., F. R. S. Balti- 
more, The William and Wilkins Co., 1948. Pp. 
695, illus. plates. Price, $9.00. 

By this third edition the Manual of Public Health 
by Currie and Mearns is brought up to date (1948) 
with respect to the public health policies, practices, 
regulations, and laws of Great Britain. In the 
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authors’ words, “The book now covers the grou 
of the certificate and diploma examinations in Pu)b)- 
lic Health, and will be found more than adequate 
for undergraduate courses in preventive and so- 
cial medicine.” 


= 


The book is practically a complete course in pub- 
lic health covering all phases of sanitation and 
communicable disease control according to the laws 
and regulations of Great Britain. The subjects 
are generally covered though the technical detail is 
sufficient to be of reference value to professional 
public health workers. Also, because of this gen- 
eral coverage it should be of value as a textbook 
for medical students and a ready reference fo: 
practicing physicians in the British Isles. Phy- 
sicians and public health workers in this country 
should find some of the technical discussions and 
the exposition of the laws of Great Britain on 
health matters of interest and value. 

The added sections on statistical methods, health 
education, and medical climatology represent recog- 
nition of the importance of these subjects in medi- 
cine and public health. 
method 


The section on statistical 
is rather complete, but, because of its 
synoptic presentation, may be difficult for the stu- 
dent, especially the uninitiated. The chapter on 
health education leaves much to be desired although 
it does set forth the aims and objectives of this 
field. This subject is most difficult to present in 
a satisfactory manner to medical 
graduate students in public health. 

On the whole, there is much to recommend this 
book as of reference value to public health admin- 
istrators and practicing physicians. 


WALDO L. TREUTING, M. D. 
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The Renal Origin of Hypertension: A monograph 
in American Lectures in Pathology. By Harry 
Goldblatt, M. D., C. M. Charles C. Thomas, 
Springfield, Illinois. Pp 126. 1948. 
This small monograph presents the author’s 

thesis that constriction of the main artery to one 
or to both kidneys is a frequent (if not the most 
frequent) cause of hypertension in man. He care- 
fully details experimental renal hypertension, 
showing the analogies between this and essential 
hypertension of the human. Short chapters illus- 
trate the experimental basis for his statements. 


Price, $2.75. 
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Vhile many will probably not accept unreserved- 
ly his belief that the ultimate causes of hyperten- 
sive cardiovascular diseases are to be found in 
studies pertaining to the renal artery, all who are 
interested in understanding the pathogenesis of 
hypertension should read Goldblatt’s lecture. 

SYDNEY Jacoss, M. D. 


The Physiology of Tissues and Organs: By Doug- 

as H. K. Lee, M. D., M. Sc., D. T. M., F. R. A. 

P. Charles C. Thomas, Springfield, 1950. 
illus. 172 p. Price, $4.00. 


Most teachers on physiology have been concerned 
with the vast amount of material covered in the 
standard teaching texts and a number of attempts 
have been made to present the necessary informa- 
tion in a more concise manner so as to serve as an 
introduction to more detailed study at a later time. 
The present text is another attempt in this direc- 
tion in which the author is quite successful. 

This volume of 172 pages is obviously the setting 
down of a series of lectures given by the author as 
Professor of Physiology at the University of 
Queensland and, as such, has a certain informality 
which is refreshing. The approach is somewhat 
unusual and interesting. The volume is divided 
The first part is concerned with 
the general physiology of tissues and ends with a 
brief discussion of ageing of tissues. The second 
part is concerned with the physiology of organs. 
Here the organs are grouped according to their 
general functions; e. g., “absorptive” organs in- 
clude alimentary canal, lungs, and skin; “excre- 
tory” organs include kidney, liver, lungs, large 
bowel, ete. The treatment is necessarily brief but, 
by and large, adequate for the purpose. There is 
some unevenness in emphasis. Nervous tissue and 
receptors are discussed at much greater length 
than are the heart and circulation. Occasionally, 
the information is not quite complete as in assign- 
ing to the parathyroid the function of regulating 
calcium but not phosphorus levels in the blood 
stream and failure to mention the part played by 
hormones in urine formation by the kidney. The 
central should, perhaps receive 
more emphasis. However, in spite of these minor 
criticisms, the volume contains a_ remarkable 
amount of information presented in a simple, di- 
rect and logical manner and should be useful for 
the purpose for which it is intended. 

H. S. Mayerson, Ph. D. 


into two parts. 


nervous system 


A Primer of Venous Pressure: By George E. 
3urch, M. D., F. A. C. P. Lea & Febiger, Phila- 
delphia, 1950. Illus. 174 p. Price, $4.00. 


This small monograph of 174 pages was written 
for the “beginner, who has not previously given 
consideration to the application of measurements 
of venous pressure to clinical problems”. In view 
of the paucity of publications in this field, this 
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presentation is particularly welcome. It consists 
of a discussion of fundamental principles and a 
considerable amount of valuable and instructive 
material concerning the measurement of venous 
pressure and its significance in health and disease. 
The volume is profusely illustrated (170 illustra- 
tions) with many simple line drawings and dia- 
grams. The material is intentionally presented in 
a rather dogmatic fashion and the discussions are 
brief and direct. While, as the author admits, 
much of the material presented can be found in 
texts on physiology and medicine, it is here brought 
together and correlated in a fashion designed to 
make it more readily available and understandable. 

The first chapter deals with functional anatomy 
and is followed by a chapter concerned with hemo- 
dynamic phenomena, which includes a discussion 
of arteriovenous communications and pulsations in 
venous pressure. The third chapter on methods 
stresses particularly the author’s method, using 
the phlebomanometer. Chapter 4 is particularly 
valuable in presenting normal values and a discus- 
sion of the various factors which influence the ven- 
ous pressure. The last two chapters are devoted 
to venous pressure in abnormal clinical states, such 
as venous obstruction, hypertension, and congestive 
heart failure. 

While the illustrations are, for the most part, 
instructive and excellent, it would seem that some 
of them are rather elementary and unnecessary in 
view of the fact that the reader is presumably a 
clinician with a certain amount of background. 
Figures 81 and 82 appear later in the book as fig- 
ures 127 and 128. Since it was the intention of the 
author to stimulate interest in the subject on the 
part of the reader, a short list of particularly im- 
portant monographs, reviews, and papers would be 
particularly helpful in guiding further reading. 

These are relatively minor criticisms of a mono- 
graph which has achieved its aim and should be of 
interest and profit to the medical student and 
clinician interested in the problem of venous 
pressure. 

H. S. MAYERSON, Ph. D. 


Anxiety in Pregnancy and Childbirth: By Henri- 
ette R. Klein, M. D., Howard W. Potter, M. D. 
and Ruth B. Dyk, M. S. New York, Paul B. 
Hoeber, 1950. 111 p. Price, $2.75. 


Admittedly dealing with a small group of only 
27 primiparous patients, an attempt is made to de- 
termine the specific attitudes, misconceptions, su- 
perstitions, and anxieties of pregnant women. 

All of the patients were interviewed by a psy- 
chiatric social worker, whose purpose it was to be- 
come familiar with what the pregnant woman en- 
joyed, what bothered them, what worries they had, 
and what changes they noticed in themselves and 
their activities. 

The fact that 23 came of foreign-born parentage, 
5 were unmarried, 5 Puerto Rican, 4 Negro, 5 
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Italian, hardly makes the group representative and 
no doubt accounts in part for the classification of 
10 patients in the unstable group. Nine of the pa- 
tients reacted badly in labor, a percentage that will 
discourage future obstetricians. 

Case histories are given in detail and the appen- 
dix shows data necessary for such a study with the 
psychosomatic relationships. The book is very well 
summarized in four and half pages. 

While it is always interesting to know what a 
pregnant better cross-section of 
“Such 
a pilot study might offer leads for other investiga- 


woman thinks, a 


cur population would be more enlightening. 


tions, more circumstribed and specific”, and surely 
we should make every attempt to allay the anxieties 
of obstetrics. 
EUGENE H. Countiss, M. D. 
The Alcoholic 
M. D., Washington, Linacre Press, 


Woman: By Benjamin Karpman, 
1948. Pp. 241. 
Price, $3.75. 

In the preface the autho that chronic 
alcoholism of a known psychiatric type is due to a 


particulay 


states 


form of neurosis characterized by ten- 
sion and depression, which establishes a vicious 
cycle; depression—alcohol 


greater depression 


more alcohol. Because of this, therapy should be 
directed at the basic causation in order to solve the 
depression by means other than alcohol. If he had 
followed through on these ideas, this would have 
been a good book. That he did not is most re- 
grettable, as the case material he presents is ade- 
quate to illustrate the basic psychopathology that 
resulted in alcoholism in his patients. 

Based on the data supplied by the author, the 
basic psychopathology could have been formulated 
as follows; self 


alcoholism. 


repressed hostility 


(masochist) 


guilt with 


punishment depression 


A portion of their sexual frustration belongs in 
this context as sex was used in an attempt to grati- 
fy their oral dependency. From a genetic stand- 
point there is adequate material to understand the 
development of the oral dependency needs based 
on the oral frustrations in the mother-child rela- 
tionship, “the turning to men was an attempt to 
solve this conflict.” 

The author is inconsistent in the psychodynamic 
formulations. Example; the case of Miss 
beth “Tenorance and religion 


two great villains in the tragedy” 


Eliza- 
Chester. were the 
and “Complete 
ignorance of sex led her to her stupid affair’. Yet 
he summarized that basic psychopathology is based 
“on Electra complex and the inferiority which re- 
sults.” Thus, the alleviation is solved in alcohol. 
The value of this book is that it calls attention 
to an important problem and suggests the answer 
is to be found in a study of phychodynamics. It is 


Book Reviews 


also a good source of case material for those who 
are interested in chronic alcoholism. 
N. H. Rucker, M. D. 


Intestinal Intubation: By Meyer O. Cantor, M. D., 
M. S., F. A. C. S. Springfield, Ill., Charles 
Thomas, 1949. Illus. 333p. Price, $7.50. 


This is a compact, well written book, which goes 
into a complete description of the history and de- 
velopment of intestinal tubes and discusses freely 
the different tubes in use today. 
been 


Each tube has 
designed and developed to satisfy certain 
criteria that the surgeon thought necessary in or- 
der to insure intestinal intubation and 
adequate decompression. 

The anatomy, physiology, effects of distention in 
the gastrointestinal tract, disorders of the bowel, 
errors and safeguards of intestinal intubation are 
gone into thoroughly. Simplicity of the technic 
intubation with the Cantor tube in 
both adult and child is discussed at length. Ex- 
perimental data on the effects cf different intes- 
tinal gases are presented with the clinical appli- 
cation of such findings. 

This book on intestinal intubation for decom- 
pression of the bowel in various disorders of the 
gastrointestinal 


induce 


of intestinal 


tract is instructive, and it 
will enhance the knowledge of both internist and 
surgeon as to the treatment of various disorde*s 
of the gastrointestinal tract in which the tube has 
a definite indication. 


very 


N. J. TESSITORE, M. D. 
PUBLICATIONS RECEIVED 
& Stratton, Inc., N. Y.: Progress in 
Gynecology, Volume II, edited by Joe V. 
M. D., and Somers H. Sturgis, M. D. 


Grune 


Meigs, 


Random House, N. Y.: The Prostate Gland, by 
Herbert R. Kenyon, M. D. 


W. B. 
Surgery, by 


Saunders Co., Philadelphia: Thoracic 
Richard H. Sweet; Pathologic Phy- 
Mechanisms of Disease, by William A. 
Sodeman, M. D.; Atlas of Human Anatomy, by 
Barry J. Anson, Ph. D.; An Epitome of Hydro- 
therapy, by Simon Baruch, M. D.; Symposium on 
Specific Methods of Treatment, by contributors 
from the Medical Clinics of North America. 


siology: 


Charles C. Thomas, Publisher, Springfield, Ill: 
On the Experimental Morphology of the Adrenal 


Cortex, by Hans Selye, M. D., Ph. D., and Helen 
Stone, B. Sc.; Acute Head Injury, by Joseph P. 
Evans, M. D., Ph. D.; Selected Studies on Arterio- 
sclerosis, by Rudolf Altschul, M. U. Dr.; Surgery 
of the Eye: Injuries, by Alston Callahan, M. D.; 
Plasma Clot Suture of Peripheral 
Nerve Roots, by I. M. Tarlov, M. D. 


Nerves and 





